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A. Project Introduction

Montana is committed to enhancing its long term services and supports (LTSS)*
system to increase the use of home and community based services (HCBS) and reduce
the use of institutional supports. The State faces numerous challenges in achieving this
goal — some of which are unique to frontier? states, such as insufficient provider and
caregiver capacity and accessible housing availability, and many of which are universally
faced by states nationwide, including limited funds being balanced between entitlement
and non-entitlement (i.e. waiver) expenditures.

Montana is submitting this grant application to the Centers for Medicare and
Medicaid Services (CMS) to implement a Money Follows the Person (MFP)
demonstration project to augment existing community-based LTSS, and institute a
change initiative to rebalance its long term care system. Montana’s MFP demonstration
project, known as Montana Community Choice Partnership MFP will expand the State’s
existing transition efforts to individuals of all target populations with more complex
needs. Montana will invest the savings garnered through the enhanced Federal Medical
Assistance Percentage (FMAP) into increased HCBS services and supports, including
diversion activities and waiver expansion.

Montana’s vision for its Community Choice Partnership MFP demonstration

project is to create a sustainable system that supports community options as a first

1 Montana’s LTSS population includes consumer who are elderly, physically disabled,
developmentally disabled, adults with severe disabling mental illness, and youth with serious
emotional disturbance.

2 46 out of Montana's 56 counties are considered frontier with an average population of 6 or
fewer people per square mile.
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choice for individuals needing long term services and supports. This means that:

* Individuals within institutions are supported in making informed choices.
Institutional and community-based providers work well together with the
common goal of keeping Montanans in the community whenever possible.

* Individuals in facility settings can transition to the community seamlessly without
needing to wait for annual enroliment timeframes or wait lists.

* Individuals in the community have a high quality of life. They are connected to
their families, community, recreational activities, work, and other needed
supports.

*  Employment opportunities exist for individuals wishing to work.

* Supportive services exist that keep individuals with complex needs in their
communities.

* Consumers are in control — they have had a meaningful part in the definition of
the MFP demonstration program and continue to be involved ongoing in the
oversight and maintenance of the project.

*  Workforce capacity is supplemented to support transitions.

* Housing is coordinated to ensure individuals are efficiently connected with
appropriate living arrangements.

* Training opportunities exist for evidence-based or promising practices.

* The public perception of individuals who are elderly and disabled has improved

because of outreach to the general population.
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* Rebalancing the traditional long term care and institutional system is sustainable

beyond the MFP grant — it is based on Montana’s needs, values, and realities.

The Department of Public Health and Human Services (DPHHS or Department)
collaborated closely with a wide variety of stakeholders, including consumers, family
members, advocates, facility providers, and community providers and caregivers to
develop this operational protocol. As a result, the partnership between provider
networks, advocacy groups, and State agencies has been strengthened and will continue
to be nurtured by the MFP project director in order to achieve the goals of the
demonstration. Montana is poised to build on the successful work done to create this
operational protocol to assure Montanans experience informed choice about the range
of service options, including community living options. Ultimately, greater access to
choices for service and supports will further reduce the institutional bias in Montana.

Montana has been successfully moving consumers who are elderly or physically
disabled from nursing facilities to community settings since 1999. Through the Montana
Community Choice Partnership MFP demonstration project, the State will broaden its
reach to further target individuals with developmental disabilities, severe disabling
mental illness (SDMI), serious emotional disturbance (SED), and other complex needs
such as traumatic brain injuries (TBI). The State will work through the MFP
demonstration to increase capacity statewide to serve the needs of these populations.
Housing and provider/caregiver capacity constraints are both significant barriers in
Montana. The Montana Community Choice Partnership MFP stakeholder advisory

council and MFP project staff will collaboratively address these issues, looking for
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creative solutions including means to promote additional accessible housing meeting
MFP residence requirements, and working with nursing facilities and other institutions
to repurpose existing resources to enhance the availability of HCBS supports.

The Montana MFP demonstration project will be a five-year, $12,476,351 project.
Based on CMS revisions to the final budget submitted 10/1/16, the project will be
$9,306,595 through 9/30/20. Montana will end transitions effective 12/31/17 with
funding through the early part of 2019. Staff positions will end on 6/30/19. The State
will move toward rebalancing with a shift toward HCBS spending over institutional

spending.

A.1 Organization and Administration

This section of the operational protocol analyzes Montana’s LTSS systems,
including work done to increase the availability of HCBS services and obstacles
preventing the State from further rebalancing services away from institutional to HCBS-
based care. It also includes the empirical measures Montana will use to gauge progress
toward transitioning individuals and rebalancing the LTSS system under the Community

Choice Partnership MFP demonstration project.

System Assessment and Gap Analysis

Description of current LTSS support systems, past legislative initiatives, and additional
State legislative/regulatory changes needed to rebalance the LTSS system

This section contains a description of the current Montana LTSS support systems,
prior to the advent of the MFP demonstration program. Montana provides LTSS

primarily through four divisions and six bureaus/programs within DPHHS:
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1. Senior Long Term Care (SLTC) Division, which includes four bureaus:
a. Nursing Facilities Bureau
b. Adult Protective Services Bureau
c. Aging Services Bureau
d. Community Services Bureau
2. Developmental Services Division (DSD)
a. Developmental Disabilities Program (DDP)
b. Children’s Mental Health Bureau (CMHB)
Addictive and Mental Disorders Division (AMDD)
4. Disability Employment and Transitions Division

w

SLTC plans, administers, and provides long term care services to consumers who
are elderly or have a physical disability, as well as their families. The Community
Services Bureau operates an HCBS waiver, called the Montana Big Sky Waiver, which
incorporates traditional HCBS services, specialized services, and assisted living facilities
as alternatives to institutional care. This waiver has a participant directed option. The
division serves approximately 2,000 individuals on the Big Sky waiver. The Community
Services Bureau operates the State’s Hospice, Home Health, Personal Assistance
Services, and Self-Direct Personal Assistance Services programs. SLTC's Office on Aging
develops the State Plan on aging and approves service delivery plans and programs
developed by the ten Area Agencies on Aging (AAAs) located across Montana.

SLTC has been operating a transitions program since 1999 within its HCBS waiver.
Montana consistently has a waiting list of around 450 individuals for the Big Sky waiver.
The Division is able to transition nursing home residents in a set timeframe annually to
the waiver regardless of slot capacity. Money follows the individuals transitioning.
During the last legislative session, the legislature directed $2.5 million for transition and
diversion assistance.

DSD/DDP helps Montanans with developmental disabilities live, work and
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participate in communities. DDP operates extended State Plan services in addition to
three waivers:
1. Comprehensive waiver — this is the most complete set of services and benefits
available to individuals with developmental disabilities.
2. Community supports waiver — this waiver is more limited in nature and is
individually capped.
3. Autism waiver — this waiver provides benefits and services for children with
autism up to eight years old.

The waivers serve a total population of approximately 3,000 individuals. An
additional 1,000 individuals receive services through the State Plan, and another 1,000
are on waiver waiting lists. The Montana Developmental Center (MDC) is Montana’s
intermediate care facility for individuals with mental retardation or developmental
disabilities (ICF-MR). Montana previously operated a second ICF-MR, which was closed
in 2003, and all residents moved to the community. The State has continually focused
on downsizing MDC. There currently are 48 individuals residing there, which is a
significant reduction from 160 consumers in 2000. Individuals transitioning from MDC
to the community are given expansion slots, so they do not have to wait for a slot to
open.

Children’s Mental Health Bureau (CMHB) — serves youth with SED and their
families. CMHB is one of nine states nationally that operated a psychiatric residential
treatment facilities (PRTF) demonstration waiver/grant, which provided benefits and

services to allow youth to transition or be diverted from PRTFs and remain at home.
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The waiver began operating in 2007, and expired on September 30, 2012. CMHB
submitted a successful application to CMS for a 1915c HCBS bridge waiver to continue
services to families and youth currently on the PRTF demonstration waiver/grant.
CMHB also submitted a successful 1915i HCBS State Plan request to make these HCBS
services available statewide. CMS approved the program with an effective date of
January 1, 2013. Proposed Administrative Rules of Montana have been filed to support
these changes.

AMDD provides chemical dependency and mental health services. AMDD has an
HCBS waiver for individuals with SDMI in five geographic areas. Montana is one of only
a small number of states (less than five) in the country with a waiver for persons with
Severe Disabling Mental lliness. The waiver was approved in 2006 for 125 slots, and has
since been expanded to 168. AMDD is hoping to receive legislative approval to further
expand the waiver to 298 by the end of 2015. As an update in version 3, AMDD received
legislative support to expand waiver by 50 slots in the 2015 session. Currently there is a
small waitlist for the waiver in the areas where it provides services. AMDD also
oversees the Montana State Hospital and the Montana Mental Health Nursing Care
Center, both of which are Institutes for Mental Disease (IMDs). Individuals have
transitioned from these IMDs as well as nursing facilities to the waiver. Thereis a
disconnect between the SDMI waiver and the nursing facilities, in that SDMI waiver
providers do not know who is a candidate for transition because they do not have
access to the Minimum Data Set (MDS).

Funding inflexibility impacts the ability of SLTC, DSD, and AMDD to rebalance the

Montana — Money Follows the Person Grant Application 12



system toward HCBS as an ongoing objective. SLTC consumers wanting to transition
have to wait for the annual transition period, and then can have the money follow them
into the community. DSD and AMDD consumers transitioning from nursing facilities to
the community have to wait for a slot. To this point, the State has not allowed money
to follow an individual out of a nursing home into a developmental disabilities (DD) or
SDMI waiver. This is primarily a result of division budget separation; meaning money
cannot easily transfer across division lines from SLTC to DSD or AMDD. The
implementation of the Montana Community Choice Partnership MFP demonstration
project will address challenges associated with funding inflexibility, removing the
barriers of annual transition periods and slot capacity limitations for MFP participants.

Montana’s Disability Employment and Transitions Division promotes
employment and independence among Montanans with disabilities through multiple
services:

1. Vocational Rehabilitation — assists approximately 8,000 Montanans with
disabilities each year in securing competitive, integrated employment.

2. Blind and Low Vision Services — help blind or visually impaired Montanans
secure employment and achieve self-reliance through instruction in alternative
techniques and tools.

3. Independent Living Services — coordinate independent living services in
collaboration with the Statewide Independent Living Council. Four centers for
independent living (CILs) (Billings, Great Falls, Helena and Missoula) provide

services.
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4. Disability Determination Services — determine eligibility for the Social Security
Administration’s Supplemental Security Income and Social Security Disability
Insurance programs for approximately 12,000 Montanans each year.

5. Montana Telecommunications Access Project — operates the Montana Relay
and provides services and equipment to ensure approximately 1,100 Montanans
with disabilities can use the telephone.

6. Medicaid Infrastructure Grant — removes barriers to employment and
independence among Montanans with disabilities who receive Medicaid. This
grant ends in December 2012.

7. Public Transportation Coordination — coordinates access to Montana’s public
transportation programs.

8. Transition Services — promote successful transitions from high school to work
and/or post-secondary education.

The Disability Employment and Transitions Division’s services are generally not
categorized as HCBS Medicaid services, however Medicaid clients use them as additional
supports for successful community living. The Community Choice Partnership MFP
project will collaborate closely with the Disability Employment and Transitions Division
in communications with the Statewide Independent Living Council as well as providing
employment, transportation, and electronic communication opportunities. Other
divisions’ services are included in Section B.5, Benefits and Services.

Assessment of Medicaid programs and services working to rebalance the system, current

transition processes/programs, and additional programs/services needed for
rebalancing work
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Montana has been successful in transitioning individuals from nursing facilities to

the community, particularly those needing less intensive care. The State has also done a

good job transitioning individuals from ICF-MRs over many years, and in-state PRTFs

more recently. The State has been less successful with more complex institutionalized

individuals, including those with traumatic brain injuries (TBI), bariatric needs, as well as

individuals with dual diagnoses such as mental illness (MI) and DD, or Ml and TBI.

The MFP planning stakeholder advisory council assessed Montana’s long term

services and supports and defined the following obstacles keeping Montana from having

a LTSS system balanced in favor of HCBS:

1.

2.

Inadequate consumer control — despite ongoing efforts to involve consumers,
many feel Montana’s long term system lacks adequate consumer direction and
does not promote or encourage participation by family and friends.

Attitudinal and prejudicial barriers — there is a need for increased education and
awareness regarding disability, aging, and mental illness in Montana to reduce
stigma.

Inadequate assessment of the current/as-is state and what progress toward
success looks like — the State needs to assess the consumer population and then
define the demonstration project objectives accordingly. The MFP project
should be data driven, with standardized outcome definitions and tools to
measure and evaluate progress.

Policy problems — the State should examine federal and State policies,

regulations, and statutes to ensure they support MFP goals. In particular, silos
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between programs/funding sources should be eliminated to support better
coordination of systems. The State may also examine limitations within the
Nurse Practices Act regarding nursing task delegation that make providing care
to high acuity consumers costly and difficult.

Institutional bias and State willingness to appropriate matching funds —
Montana and the federal government are working to alter historical economic
bias toward institutions. State leadership needs additional education about LTSS
opportunities to promote consistent funding for a rebalanced system.

Lack of access and choice — timely interventions should occur to prevent
institutional placements, when possible, so consumers can live in the least
restrictive settings possible. Services and supports should be available in rural/
frontier communities as well as in cities and larger towns.

Lack of certain specialized additional services and supports — Individuals
transitioning from institutions under MFP will generally have more complex
needs, and will require additional benefits and services to support them living
successfully and happily in community settings.

Lack of healthy workforce development and retention plan — Montana suffers
from a workforce shortage, particularly in rural/frontier areas. The State will
need to focus on growing census and quality of the direct service and home care

workforce.
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9. Insufficient supply of affordable, accessible housing — The lack of affordable,
accessible housing is one of the largest barriers to keeping people in or

transitioning consumers to community settings.

Description of number of potential MFP participants

Montana’s MFP program impacts all long term care population types statewide.
SLTC wants to build on its existing transition work, allowing transitions to happen any
time in the calendar year and supporting individuals transitioning with more complex
needs. The State has historically transitioned 40 to 70 individuals who are elderly or
physically disabled from nursing facilities each year. The Department assumes this
number will grow as additional consumers are seen as viable transition candidates,
support structures and provider capacity are increased, and word spreads of the
program. However, many currently transition to assisted living facilities, some of which
do not meet qualified residence criteria for MFP, so the number of MFP transitions from
SLTC will be smaller until additional housing options become available.

DSD/DDP will transition individuals from MDC as well as nursing facilities.
DSD/DDP has placed 15-30 individuals annually from MDC in the community over the
last eight years. Many of these placements are to unqualified residences because a
significant percentage of Montana’s group homes are too large to qualify under MFP.
The State hopes to increase the number of smaller group homes over the lifetime of this
project, and see the number of consumers with developmental disabilities participating
in MFP grow accordingly. According to Pre-Admission Screening and Resident Review

(PASRR) level two assessments, Montana has approximately 185 consumers with
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developmental disabilities living in nursing facilities. The State needs to conduct further
assessments to determine how many of these individuals may be viable transition
candidates.

As of June 30, 2012, 50 youth were actively enrolled in the PRTF Waiver/Grant.
Of this population, 19 were transitioned from PRTFs. In addition to those already being
transitioned, CMHB plans to focus on children and youth with higher needs living in out-
of-state PRTFs under the MFP program. In 2011, there were approximately 165 youth in
PRTFs (in-state and out-of-state) 90 days or longer; in 2010, there were 159 youth in
PRTFs 90 days or longer (per paid claims data). Montana is projecting and tracking
youth with SED separately from individuals with mental illness in the “Other” category.
Due to CMS budget reallocations, Montana has removed the “Other” service category
from its transition benchmarks. The remainder of this paragraph does not apply to this
grant as of June 2016. Youth who age out during the 365-day MFP period will be
assessed for eligibility and referred to the other MFP-related waivers (SDMI, DD, Big Sky
Waiver) early in the MFP process. Many youth with SED do not meet SDMI level of care
requirements, and will not be eligible to receive HCBS services under the current SDMI
waiver criteria once they age out of the SED 1915i HCBS State Plan program. Those not
eligible for waivers would be able to receive a reduced package of services under
Personal Assistance Services or Community First Choice programs if Medicaid eligible.

AMDD will be focusing on transitioning individuals with SDMI from nursing
homes as well as Medicaid eligible individuals (18-21 year olds and individuals 65 and

older) in the Montana State Hospital and Montana Mental Health Nursing Care Center.
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Historically, very few SDMI consumers transition, primarily because they have not been
a part of the SLTC nursing facility transition initiative, meaning these consumers have
not been targeted for potential community placement. The majority of SDMI waiver
clients have been diverted from nursing facilities, rather than transitioned out of them.
Under MFP, the State expects this population to grow, but still remain a relatively small
portion of the overall MFP universe.

The table below shows Montana’s estimated number of transitions by target

group from calendar year 2013 through 2017.
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Table 1: Estimate of Potential MFP Participants

Year Elderly MR/DD Physically Mental Other* Total
Disabled lliness
CY2013 0 0 0 0 0 0
CY2014 2 9 3 1 0 15
CY2015 20 3 22 8 0 53
CY2016 20 11 14 8 0 53
CY2017 5 1 9 5 0 20
Total 47 24 48 22 0 141

The “Other” category is removed from Montana’s benchmarks effective June 2016.
Description of existing and future self-direct opportunities

Montana, like most states, is facing a large and growing care gap. The state’s
population needing care is growing at a much faster rate than those providing it.
Because of this, Montana has been, and plans to continue, focusing on self-direction.
Self-direction brings people in as caregivers and natural supports because of personal
relationships. Many of these individuals would not otherwise enter the workforce.

SLTC has a self-direction option under the Montana Big Sky waiver, called the
Bonanza option, which was established in 2006. It is a consumer-directed model where
participants plan and direct their own care, and are also responsible for budgeting and
spending. Bonanza allows parents of minors and spouses to be paid for care up to 40
hours per week. SLTC is working to increase the number of participants self-directing
their care through increased outreach, education, and training. SLTC also offers self-
direction in its State Plan Personal Assistance Services, which allows consumers to hire,
fire, and train their attendants. This form of self-direction does not permit consumers
to pay a parent of a minor or spouse for care. Both approaches have a provider agency

as the legal employer, and the consumer serving as the managing employer.
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The waivers for developmental disabilities have self-direct options available for
certain services, except for consumers in congregate settings. DSD/DDP does not
anticipate that targeted participants will use self-direction under the Community Choice
Partnership MFP demonstration.

The waiver for persons with SDMI language does not allow for self-direction or
legally responsible caregivers. AMDD would like to implement self-direction and allow
consumers to pay legally responsible caregivers, with adequate risk assessment and
quality monitoring by 2016. This work will not be done as a part of the Montana
Community Choice Partnership MFP demonstration, unless the project continues past
2016.

Stakeholder involvement in Montana’s LTSS system

All four divisions involve stakeholders as advisors in their programs to some
extent. SLTC mandates that case management teams use a mechanism to gather
consumer input, preferably a consumer advisory council. All teams are required to
conduct an annual satisfaction survey and address issues raised. SLTC has historically
looked to the Governor’s Advisory Council on Aging and more recently to the Long Term
Care Coalition as sources of input. SLTC has consistently sought out providers,
consumers, and associations for stakeholder input.

DSD/DDP participates in the Montana Council on Developmental Disabilities.
This council has a large community presence in terms of consumers (who must make up

at least 50% of the council), families, providers, advocates, and other interested parties.
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DSD/DDP relies heavily on the council for input into Department projects and planning
efforts.

AMDD community program officers interview 100% of their HCBS waiver
consumers annually to discuss services and what consumers would like to see work
differently. Community program officers collaborate very closely with consumers and
families, and meet with them as issues arise. Additionally, AMDD works with its three
Service Area Authorities, local advisory councils, and the Mental Health Oversight
Advisory Council.

CMHB collaborates closely with the Montana Children’s Initiative (MCI) as well as
the System of Care Committee.

The Disability Employment and Transitions Division works closely with
consumers through the Statewide Independent Living Council and the Vocational
Rehabilitation Council.

The Montana MFP planning stakeholder advisory council collaborated with the
Department to provide input into this draft operational protocol, and will continue to
work with the State over the lifetime of the demonstration project. DPHHS is also
seeking broader stakeholder involvement through ongoing community forums or town
hall meetings, a public web portal, and increased consumer/family appointments to the

council.

Description of Administrative Structure
SLTC will be the lead agency for Montana’s MFP demonstration program. SLTC is

the division with the most transition expertise and related infrastructure to draw upon
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for the demonstration project. Additionally, SLTC has a long established connection
with nursing facilities, the Montana Health Care Association, and MHA, an association of
healthcare providers, which represents nursing facilities.

The SLTC administrator will oversee the Community Choice Partnership MFP
demonstration project. The Medicaid Director will keep in close contact with the SLTC
administrator as well as the MFP project director over the lifetime of the project.

The Department is very committed to having all impacted divisions/bureaus
working closely with the MFP demonstration project. AMDD, DSD (DDP and CMHB), and
the Disability Employment and Transitions Division will all be closely collaborating to
ensure their diverse consumer needs are meaningfully represented.

The Montana Community Choice Partnership MFP demonstration project will
also be working closely with the following Divisions in DPHHS:

e Business and Financial Services Division (BFSD) in the Department for finance
support.
¢ Human and Community Services Division (HCSD), Public Assistance Bureau

(PAB). PAB’s county offices, called Offices of Public Assistance (OPAs) determine

Medicaid financial eligibility.

e Technology Services Division (TSD) to support data and information technology

development required for project management and reporting.

Figure 1: MFP High-Level Organizational Chart
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The MFP demonstration project will additionally be relying on the expertise of
Departments external to DPHHS, including:
e Department of Commerce will serve as a partner on MFP housing efforts.
e Department of Labor and Industry will support employment and workforce-
related work within the demonstration as needed.
e Department of Transportation will advise and collaborate on transportation-

focused work.

A.2 Benchmarks

Montana is committed to furthering its LTSS rebalancing efforts through the
Community Choice Partnership MFP demonstration program. The State has been
successfully transitioning individuals who are elderly or disabled from nursing facilities
for almost 15 years. In addition, the PRTF demonstration waiver/grant has successfully

transitioned youth from PRTFs into the demonstration waiver/grant over the past four
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and a half years. DSD/DDP has reduced the population in Montana’s ICF-MRs from over

800 individuals 40 years ago, to 48 today. Montana is excited to increase the scope of

this work by providing increased benefits and services and targeting additional

populations to make transitioning a viable option to more individuals.

Montana intends to reinvest savings realized through the Community Choice
Partnership MFP demonstration project into services and supports to continue
rebalancing the State’s LTSS system. The State may invest these funds into increased
diversion services including demonstration sites for pre-admission counseling, as well as
housing supports, transportation services, and provider training or capacity building.

DPHHS will use the following five benchmarks to empirically measure progress
toward the State’s goals of transitioning individuals to the community and further
rebalancing its LTSS system toward increased use of HCBS services and decreased
institutional services. The first two are the CMS required benchmarks.

1. Meet the projected number of eligible individuals transitioned in each target group
from an inpatient facility to a qualified residence during each calendar year of the
demonstration.

Montana plans to transition 235 individuals under the Community Choice
Partnership MFP demonstration project from calendar year 2014 through 2017. As a
result of the CMS budget reallocation in 2016, Montana’s benchmarks are revised to
141 individuals through calendar year 2017. Traci Clark, Project Director for the Money
Follows the Person Demonstration Grant was hired in December of 2013. Additional

staff were hired in July of 2014. The State did not transition anyone in 2012 or 2013 as
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the state had not yet hired a director. In spite of the late start, Montana is still
committed to moving 141 individuals back into the community under the MFP
demonstration. The State is targeting individuals throughout its LTSS system for the

MFP project. The table below outlines the number of participants from each target

group.
Table 2: Estimate of Potential MFP Participants
Year Elderly MR/DD Physically Mental Other* Total
Disabled lliness
CY2013 0 0 0 0 0 0
CY2014 2 9 3 1 0 15
CY2015 20 3 22 8 0 53
CY2016 20 11 14 8 0 53
CY2017 5 1 9 5 0 20
Total 47 24 48 22 0 141

The “Other” category was eliminated with the CMS budget reallocation in 2016.

2. Increase State Medicaid expenditures for HCBS during each calendar year of the
demonstration program.

In SFY 2012, Montana’s baseline year, actual expenditures for the target
populations totaled $134, 370,178. This baseline includes the following expenditures, as
reported on the State 901 expenditures report:

e All HCBS 1915c waiver expenditures under the Big Sky Waiver for services
provided to physically disabled or elderly consumers.

e All HCBS 1915c waiver expenditures under the waiver for individuals with SDMI.

e All HCBS 1915c waiver expenditures for youth SED transitioning from psychiatric

residential treatment facilities (PRTFs). PRTF waiver expenditures include
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Medicaid expansion expenditures paid with Children’s Health Insurance Program

(CHIP) funding.

e All HCBS 1915c waiver expenditures for the three waivers under DDP —the
comprehensive waiver for individuals with developmental disabilities, the
community supports waiver for individuals with developmental disabilities, and
the children’s autism waiver.

The baseline does not include HCBS 1915(a) expenditures because Montana
does not provide HCBS under this authority. The figure also does not include PACE
program expenditures because this program was terminated.

The State assumes a 2% annual growth rate the first year, a 2.5% growth rate the
second year and a 3% growth rate for each year of the last two years of HCBS
expenditures over the lifetime of the demonstration project. The State wants to use an
achievable percentage for this benchmark, and will consider increasing it over time.

The table below outlines Montana’s projected level of effort for HCBS

expenditures throughout the MFP demonstration.
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Table 3: Projected Total HCBS Expenditures CY2013 - 2017

CY13 CY14 CY15 CY16 CY17

Total HCBS $136,431,298 $139,159,924 $142,638,922 $146,918,089 $151,325,631
Spending

3. Increase the availability of self-directed services.

Montana is committed to expanding opportunities for Medicaid consumers to

self-direct their services and supports.

DDP, in its waiver renewal effective July 2013, is creating a standalone self-
directed waiver, with the intention of increasing the number of consumers with
developmental disabilities using self-direction.

SLTC is working to promote and increase the use of self-direction under the Big
Sky Waiver. SLTC anticipates seeing an increase in self-direction under MFP as a
result of consumers interacting with independent transition coordinators in
addition to case management teams. STLC will evaluate and remediate
obstacles to self-direction.

Montana’s SDMI waiver plans to implement a self-direct option in 2016.

A significant and growing number of Medicaid consumers self-direct services
through the Personal Assistance Services (PAS) State Plan program. The majority
of PAS consumers will transition to receiving services under the Community First
Choice (CFC) State Plan program as of October 2013. Many of these consumers

also receive services through one of the 1915(c) HCBS waivers.
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The State will look at MFP participants within the Medicaid self-direction
population, comparing the ratio self-directing with statewide (PAS, CFC, and waivers)
and waiver-only numbers. The following table outlines the anticipated number of
Montana Medicaid self-directed consumers from calendar years 2013 through 2017.
Montana anticipates a 5% annual growth of Big Sky Waiver and PAS/CFC consumers self-
directing services. The growth rate for the DD self-directed waiver is estimated to be

just over 4% on average between calendar years 2013 and 2017.

Table 4: Medicaid Consumers Self-Directing Services

CY13 CYia CY15 CY16 CY17

Big Sky Waiver 33 35 37 39 41
Self-Directed Waiver for Individuals 222 225 234 243 253
with Developmental Disabilities

Personal Assistance Services/ 1,620 1,701 1,786 1,875 1,969
Community First Choice

Total 1,875 1,961 2,057 2,157 2,263

4. Measure the number of MFP participants remaining in the community throughout
their participation in the Community Choice Partnership MFP demonstration project.

Montana hopes to create a strong network of benefits and services that supports
MFP participants to successfully remain in their communities. The State will collect this
information through the Quality of Life surveys.

Mathematica’s analysis of MFP transitions to date shows that approximately
85% of participants remain in the community for a full year following transition, with
about 9% returning to institutional care for 30 consecutive days or longer and 6%
deceased. The analysis also reveals that re-institutionalization is most likely to occur

within three months of transitioning. Montana will closely monitor re-
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institutionalization trends to determine the causes and how to improve services and
supports to lessen the rate. The State anticipates seeing a higher number of re-
institutionalizations in the first year as capacity is built under the Community Choice
Partnership MFP demonstration project and before lessons learned are reflected in
services. The table below contains Montana’s estimates for the number of participants

in each target group remaining in the community for each year of the demonstration

project.
Table 5: MFP Participants Remaining in Community
CY13 Cyi4 CY15 CY1l6 CY17 Total
Total MFP Participants NA 15 53 53 20 141
Consumers Remaining in NA 82%(12) 85% (45) 87% (46) 89% (18) 121
Community

5. Collaborate with the Department of Commerce, public housing authorities, and HUD
to prioritize MIFP participants for Section 8 housing vouchers.

Montana has a limited supply of affordable, accessible housing. Housing is one
of the primary barriers keeping individuals living in an institution from being able to
transition to a home or community-based setting. DPHHS will work with the
Department of Commerce, local and State public housing authorities, and the U.S.
Department of Housing and Urban Development (HUD) under the Community Choice
Partnership MFP demonstration to prioritize MFP participants for Section 8 housing
vouchers. Currently, there is limited collaboration between housing and health and

human services in Montana. The State will use the federal guidance requesting
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additional interagency coordination to support community-based integration of
individuals with disabilities as the foundation for additional collaboration in Montana.

The table below includes Montana’s estimates for the number of MFP
participants receiving Section 8 housing vouchers throughout the demonstration project.
We estimate 0 in 2014 because the agencies will create and implement a memorandum
of understanding and develop a protocol for the prioritization process during this

calendar year.

Table 6: Section 8 Housing Vouchers Used by MFP Participants

CY13 CYia CY15 CY16 CY17 Total

Section 8 Housing Vouchers 0 0 2 4 4 10
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B.

Demonstration Implementation Policies and Procedures

This section of the operational protocol outlines the specific approach Montana

will employ to implement the Community Choice Partnership MFP demonstration

project.

B.1

Participant Recruitment and Enrollment

Montana will begin transitioning target populations in the second year (CY2014)

of the demonstration. The Community Choice Partnership MFP demonstration project

will have a central transition coordinator who will track referrals and their dispositions,

and oversee the transition work to ensure quality and consistent processes are

occurring statewide. Montana will use a combination of case managers and additional

contracted entities to conduct transition work for the Community Choice Partnership

MFP demonstration.

Recruitment and enrollment processes may differ between target populations.

The following process map outlines the proposed MFP transition process at a high-level.

Figure 2: High-Level Recruitment and Enroliment Process
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Table 7: Recruitment and Enrollment Process Narrative

Recruitment/Enrollment Process Map Narrative

1. Consumer, family, or institutional provider hears about MFP program through
outreach channels. Peers may be involved in outreach.
2. Consumer or family expresses interest or is identified as possible transition
candidate through other resources:
a. Data analysis (MDS, MMIS, AWACS, CANS)
b. Other referral sources (Ombudsmen, providers)
c. Waiting list
Transition coordinator verifies length of institutional stay and Medicaid eligibility.
4. Transition coordinator has initial meeting with consumer to provide overview of
MFP demonstration project.
5. Transition coordinator continues meeting with consumer to conduct assessment,
discuss details of transition, provide options counseling.
6. Peers may meet with consumers or families to discuss Community Choice
Partnership MFP and options.
7. Transition team assesses transition and community care needs
a. Develop plan
b. Traditional (HCBS, DD, SDMI) case management involved
c. Assess community of choice for service availability
d. Determine whether additional community services are needed
8. Transition team conducts transition process — pre-work
a. Transition services coordination
b. Housing/move coordination
9. Consumer moves to community and receives MFP services
a. Case management takes over with continued assistance from transition
coordinators
b. Traditional (HCBS, DD, SDMI) services augmented by MFP demonstration and
supplemental services — ensuring continuity of care post-MFP
10. Consumer transitions to HCBS 1915c waiver.

)

The remainder of the Participant and Recruitment Section further details steps 1
through 8 of the process. Steps 9 and 10 are covered in subsequent sections of the

operational protocol.
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Selecting the Transition Service Provider

The State plans to build on existing transitioning capacity by using transition
coordinators, but not supplant current successful transition processes occurring with
case management teams. Currently, transition work is done by different entities
depending on the target population:

e Case managers and State staff (Regional Program Officers (RPOs) and others)
implement transition work for SLTC transitions.

e The State Hospital has community liaison officers (CLOs) or program officers
(CPOs) to prepare individuals to transition to the community and support
consumers in connecting to services. AMDD has seen a large reduction in the
number of readmissions as a result of having a community liaison work on
transitions separately from case managers.

e Social workers oversee transitions at the Montana Developmental Center.

e Facility discharge planners initially work with youth transitioning home from
PRTFs. Facility discharge planners work with CMHB's plan managers, who then
refer to wraparound facilitators to develop the plan of care with youth, families,
and the wraparound team determined by the family.

Montana recognizes the importance of existing relationships between case
managers and LTSS facilities in transition work, while also acknowledging the capacity
constraints of case management teams. The State will use a combination of existing
case managers and other Medicaid enrolled providers to serve as transition

coordinators. The transition coordinator role will be a separate role from case

Montana — Money Follows the Person Grant Application 34



management in the demonstration project, however the same entity can fill both roles.
Using a combination of existing and new resources to fill the transition coordinator role
allows investment and growth in existing resources and the opportunity to increase
capacity.

The Department plans to work with Centers for Independent Living, AAAs, and
Aging and Disability Resource Centers (ADRCs) to build transition coordination capacity.
Montana has four Centers for Independent Living, ten AAAs, and county-based ADRCs.

Montana will require that transition coordinators enroll as Medicaid providers
qualified to provide transition services under the MFP demonstration project. This will
be done in lieu of creating contracts for services for transition coordinators. The
centralized transition coordinator will train and provide oversight to regional
transitional coordinators. Transition coordinators need to have face-to-face contact
with transition candidates. These additional resources will help fill this need because of
their regional and local presence statewide.

The Community Choice Partnership MFP demonstration project will have a
centralized transition coordinator to oversee the transition work, provide training, and
identify/address capacity needs. All referrals will come into the central transition
coordinator. The centralized transition coordinator will assign/coordinate transition
work with the regional coordinators. Centralized transition coordinators will reach out
to consumers and families to support them in selecting a regional transition coordinator.
The centralized coordinator may work with institutional facility social workers.

Consumers and family members will have choice in this process.
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The central transition coordinator will use data from the quality assurance
system being established for this project to track outcomes, provide feedback, and
make adjustments to the approach to ensure consistent and high quality transition
coordination work is being done statewide.

The State will train regional transition coordinators. As stated in the Outreach,
Marketing, and Education section of this operational protocol, all State staff and
contractors will receive classroom and practical training. This applies to regional
transition coordinators as Medicaid contracted providers. Staff and contractors will be
required to thoroughly understand the MFP project by learning the operational protocol
and all related project materials and tools. Training sessions will include: 1)
presentation of MFP program goals; 2) the State’s Community Choice Partnership MFP
project; 3) detailed presentation of each tool and element to be used by
staff/contractors in administering the program; 4) MFP eligibility policies and available
services packages; 5) relevant Montana Medicaid policies and services or supports; 6)
Medicaid consumer rights and responsibilities; and 7) Montana’s implementation of the
ABCs of Transition. The training will include modules specialized in individual roles
within the MFP demonstration including transition coordinator, peer advocate/mentor,
and housing coordinator. These specialized modules will go into further detail of the
specific roles, responsibilities, tools, assessments, and benefits associated with each
MFP role. Training sessions may be recorded and available through the MFP website.

A team led by the local transition coordinator will participate in recruitment and

enrollment. The consumer, family members, facility providers, discharge planners, and
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community providers will also be a part of the transition team. Peer mentors/advocates,
as available and appropriate, will be a component of the transition process as desired by
the consumer. They will be able to provide peer support by telling their stories to
transition candidates and discuss challenges and opportunities awaiting the consumer
upon transition. For consumers with developmental disabilities, peer mentoring will

also be important for family members. Peer parents will be able to discuss transition

issues, opportunities, and challenges from a family member’s perspective.

Participant Selection Mechanism

The State believes that many MFP participants will be identified through
referrals. Montana plans to conduct outreach, marketing, and education to create a
broad awareness of the Community Choice Partnership MFP demonstration project.
Outreach efforts will be targeted at institutional residents and their families,
institutional administrators and staff, provider and caregiver organizations and
associations, hospital discharge planners, health boards, and other advocacy and
stakeholder groups as possible referral sources.

Having on-the-ground transition coordinators through ADRCs, AAAs, centers for
independent living, and case managers will support the referral process because their
representatives will serve as familiar faces to whom institutional staff, consumers,
family members, and others can approach to discuss referrals and related questions.
Additionally, these organizations’ representatives often know the consumers in

institutional settings, and so will themselves be referral sources.
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In addition to referrals, Montana will use the following information/data to
identify and recruit possible transition candidates. Regional and centralized transition
coordinators, as well as other referral sources will be able to use this information.

e MDS Section “Q” o Waiting lists

e Pre-Admission Screeningand e Medicaid applications
Resident Review (PASRR) Childhood and Adolescent Needs

PASRR evaluations and Strength (CANS) assessment
e Medicaid Management tool (completed in PRTFs)3
Information System (MMIS) e Institutional Discharge planners

data e Continued Stay Reviews
e Agency-Wide Accountingand e Mental Health Ombudsman
Client System (AWACS)

MFP outreach, recruitment, and enrollment work will build from existing

relationships with nursing facilities. Montana has been working closely with nursing

facilities to transition consumers to the community since 1999. Montana’s Community

Choice Partnership MFP project will conduct outreach with facility providers to create a

positive working relationship. Detailed information about outreach efforts is included

in

Section 3, Outreach, Marketing, and Education of the operational protocol. Community

Choice Partnership MFP will also leverage other resources with existing access to
facilities to support outreach and referral efforts. These include:
e Oversight/licensing/surveyors
e Mountain Pacific Quality Health — Montana’s quality improvement
organization
e Magellan — Montana’s mental health (children and adult) utilization review

contractor

3 Montana has not yet implemented the CANS assessment, but plans to in the near future.
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These organizations will receive training about the MFP demonstration, eligibility
requirements, and the referral process.

Once a consumer or family member has expressed interest in participating in the
MFP program, a local transition coordinator, in collaboration with the transition team
including the facility discharge planner, will discuss options and the transition process in
detail with them. In the first meeting, the transition coordinator will provide an
overview of the MFP program’s transition process and services, begin to get to know the
possible transition candidate, and find out if she/he would like to work with a peer. In
subsequent meetings, the transition coordinator will conduct an initial assessment to
determine which HCBS waiver or HCBS State Plan program the participant would be
eligible for upon exiting the MFP program, provide options counseling, define the
composition of the transition team, and have the consumer or representative sign an
MFP participation consent form.

The consumer and/or family member will begin working with a peer
mentor/advocate, if available and requested, to provide additional perspective
throughout the process. The regional housing coordinator will start working with the
transition coordinator, once the consumer signs the consent form, to identify viable
housing options. The transition team will meet regularly to define the plan of care,
back-up plan, risk identification and mitigation plan, and work through transition details.

Traditional waiver case managers or targeted case managers (State Plan

program) will work with the transition team once a consumer is screened as needing
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services from that specialized area. The current case planning process varies by
program and target group:

e SLTC-if consumer who is elderly or disabled wants to transition from a nursing
facility, a referral is made to the case managers in that area.

e DDP - Case managers look at service needs for individuals transitioning from
MDC. The case managers work closely with consumers and the care team to
address these needs, and coordinate a transition to the community.

e AMDD — AMDD conducts a strengths-based assessment during the development
of consumers’ service plans.

e CMHB - also conducts a strengths-based assessment for youth transitioning
from PRTFs onto the waiver, soon to be replaced by the 1915i State plan. This is
part of the high-fidelity wraparound facilitation® process used to create the care
plan. Montana has removed this service population due to budget reallocations
by CMS in 2016.

Program case management teams know local resources for specific populations,

and how best to connect people to needed benefits and services. The team will start

4 Wraparound services are comprehensive services comprised of a variety of specific tasks and
activities designed to carry out the wraparound process, including: assembling the wraparound
team; facilitating plan of care meetings; working with the department in identifying providers of
services and other community resources to meet family and youth needs; making necessary
referrals for youth; documenting and maintaining all information regarding the plan of care and
the cost plan, including revisions; presenting plan of care and cost plans to the plan manager for
approval; providing copies of the plan of care to the youth and family/guardian; monitoring the
implementation of the plan of care; maintaining communication between all wraparound team
members; consulting with family and other team members to ensure the services the youth and
family are receiving continue to meet the youth’s needs; educating new team members about
the wraparound process; and maintaining team cohesiveness.
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creating the plan of care from the established waiver/State Plan program baseline, and
then augment with demonstration services as needed based on the assessment,
retaining an awareness of the importance of continuity of care post-MFP.

Transition coordinators may stay involved following a consumer’s transition to
the community to support the case management team. In general, this support will last
three months post-transition, but can continue if needed throughout the entire year. If
the case management team serves as the transition coordinator, the role will end at the
first day of Medicaid waiver eligibility and the case management role will begin and
continue for the remainder of the individual’s time in Medicaid waiver services.

Montana will manage the number of MFP participants to the realistic estimates
included in the draft operational protocol. The State will continue to reassess this
estimate as it learns more about the population transitioning and

provider/caregiver/housing/service capacity.

Qualified Institutional Settings from which Individuals will Transition
Montana will target the following facilities/facility types in the MFP program:
e Nursing facilities — the State is not targeting specific nursing facilities or

geographic areas. Hyperlinked is a list of Montana’s nursing facilities.

e Hospitals — Individuals qualified for MFP may reside in hospitals. No specific

hospitals are being targeted. A list of Montana’s hospitals is available online.

¢ Montana Developmental Center (MDC) — this is Montana’s sole ICF-MR.
e Psychiatric Residential Treatment Facilities (PRTFs) — the Community Choice

Partnership MFP demonstration will target out-of-state facilities in addition to
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Montana PRTFs. A list of Montana’s PRTFs is also available online. This service

population was removed as a result of CMS budget reallocations in 2016.

e Montana State Hospital and Montana Mental Health Nursing Care Center —
these are Montana’s two Institutes for Mental Disease (IMDs). Medicaid eligible
consumers (individuals age 18 to 21 and 65 or older) will be recruited from these
facilities.

State facilities will closely review their budgets when consumers are identified
for community placement through MFP to identify any funds that can be transferred to
help support participants in the community. This step will occur before the State seeks

additional funds to support each consumer’s services.

Minimum Residency Requirements

Consumers must reside in an institutional setting for a minimum of 90
consecutive days to be eligible for the MFP program. If a potential Community Choice
Partnership MFP participant does not meet the 90-day residency requirement at the
initial eligibility determination but will meet it during the transition coordination process,
the participant will be presumed to meet this requirement for the purposes of receiving
transition coordination services. Transition coordinators will verify that consumers
meet this requirement through the MDS, Medicaid Management Information System

(MMIS), or from other facility records before a transition occurs.

Assuring Medicaid Eligibility
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Local transition coordinators will verify with Human and Community Services
Division (HCSD) Public Assistance Bureau (PAB), the Montana agency that determines
Medicaid eligibility, whether consumers have been, or will be, eligible for Medicaid at
least one day before transition. Transition coordinators will verify this upon receiving or
creating a referral. If a potential Community Choice Partnership MFP participant does
not meet the Medicaid benefits eligibility requirement at the initial eligibility
determination but will meet it during the transition coordination process, the
participant will be presumed to meet this requirement for the purposes of receiving
transition coordination services. The transition coordinator must verify Medicaid
eligibility before the consumer transitions.

Local transition coordinators will log eligibility information into the MFP
database, which is accessible by the State transition coordinator and State Community

Choice Partnership MFP project staff.

Transition Assessment Process

The MFP program will assess level of care needs to determine MFP eligibility.
Consumers must meet level of care requirements to be in a nursing facility, other long
term care facility, or PRTF.

Montana’s transition coordinators, in collaboration with case managers and the
transition team, will use an assessment tool to determine a consumer’s readiness to
transition and identify needed benefits and services. The State will tailor the Nursing
Home Transition Needs Survey included in the manual, “ABCs of Nursing Home

Transition: an Orientation Manual for New Transition Facilitators,” to meet Montana’s
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needs. Transition coordinators will use this tool in addition to the level of care
assessment tool currently used in the State. Montana will also have a subject matter
expert modify the Brief MAST assessment tool to screen for alcohol/substance abuse
and other addictive disorders. Montana opted to not modify this assessment tool.
Instead, it trained statewide case management teams and providers to use the SAMHSA
website that includes multiple screening tools as appropriate and as approved in
coordination with the provider agency. Based on screening outcomes, regional
transition coordinators will refer transition candidates for additional assessment.
Generally included in the assessment will be:

e Consumer overview — the coordinator will collect general information about
the consumer including referral source, demographic information, informal
support systems, residential information, activities of daily living (ADL)
assessment, behavioral health assessment, medical overview, and transition
services recommendations.

e Risk assessment — the team will analyze risks and define mitigation strategies
using the risk assessment checklist as a guide. This assessment looks at
physical health, mental health, financial status, insurance coverage,
consumer engagement, services and support, housing, legal matters, and
provider issues that may negatively impact the welfare and safety of the

participant.
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For consumers who decide to participate in the Community Choice Partnership
MFP demonstration project, the transition team, collaborating closely with the State
housing coordinator, will also assess housing. The assessment will analyze:

1. Whether the housing meets the MFP qualified residence criteria.

2. Whether the housing is safe and meets accessibility standards required by

the consumer.
Montana developed a housing assessment tool for the demonstration project.

Once a consumer is ready to transition, the team will conduct a readiness review
prior to discharge from the institution. This includes ensuring defined transportation,
caregiver, medical, and other support services are in place. The local transition
coordinator will also make a home visit to assess the consumer’s and the home’s
readiness.

If it appears an individual may no longer meet the HCBS level of care
requirement at the end of the 365 MFP days, a referral would be made to the
appropriate entity for a formal determination.

The flowcharts on the following pages outline the transition process for each of
the MFP participant populations.

Consumers who are elderly or physically disabled

This flowchart is inclusive of both the elderly and physically disabled populations

since both receive services through the Big Sky Waiver.
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QOutreach, education, and
marketing materials are
disseminated through
existing provider, advocacy,
or other newsletters/

Outreach, education, and
marketing materials are
available at nursing facilities
as handouts (MFP packet
and brochure) and through
resentations.

| v
Consumer or family member - —
learns about MFP through Consumer identified tr_]rough
analysis of MDS Section Q,

one of the outreach . .
continued stay reviews, or

qhannels_ and e_x_pre§ses Big Sky Waiver waiting list.
interest in participation.

State-level transition coordinator receives MFP referral and does initial eligibility screening,
including checking length of stay with nursing facility and Medicaid eligibility with OPA. This
individual provides a list of locally available regional transition coordinators to the consumer and
family.

_—

Consumer and family selects regional transition coordinator. This may be a representative of the
Centers for Independent Living, ADRCs, or a Big Sky Waiver case manager. Consumers and
families receive additional MFP information to review before the first meeting with the coordinator.

_—

Regional transition coordinator receives referral, conducts fuller eligibility assessment and sets
up initial meeting with consumer and family.

_—

Regional transition coordinator meets with consumer and family at nursing facility to discuss MFP
demonstration project. They review the informational packet.

_—

Consumers and families who decide to participate sign the informed consent form.

. B aE———

Transition team is assembled and assesses transition and community care needs. The
consumer and family receive options counseling. Team develops a transition plan identifying
needed services, and assesses community of choice for service availability. Transition team

coordinates services and housing/move. Transition team uses housing assessment to determine
if housing qualifies for MFP. Housing information is entered onto state registry for tracking. Team
assesses risks, develops mitigation plan, and 24/7 back up plan.

Outreach occurs with
nursing facility discharge
planners, administrators,

and staff. Nursing facilities
support MFP recruitment.

eriodicals.

Consumer identified as
transition candidate by facility,
discharge planner,
Ombudsmen, or other source.

Once transition is ready and participant meets eligibility requirements for transition, participant is
enrolled onto the Big Sky Waiver and begins MFP patrticipation. Case managers take over
primary management of care from regional transition coordinator.

Case manager monitors for quality post-transition, including unannounced QA reviews and
scheduled quality of life surveys. SLTC will monitor metrics from the centralized MFP QA
database, entered by case managers. The MFP project team meets regularly to discuss

identified problems.

After 365 days of MFP participation, the enhanced funding ends, but consumers continue to

receive services on Big Sky Waiver. Waivers amended with demonstration services as needed.
% __________________________________________________________________________________________________________________ _j
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Consumers with Severe Disabling Mental lliness

Outreach occurs with nursing
facility, MT State Hospital, and
MT MH Nursing Care Center
discharge planners,
administrators, and staff.
Facilities support MFP

recruitment.

Outreach, education, and
marketing materials are
available at nursing facilities,
State Hospital, and Nursing
Care Center as handouts
(MFP packet and brochure)
and through presentations.

Outreach, education, and
marketing materials are
disseminated through
existing provider, advocacy,
or other newsletters/

eriodicals.

—

| V
Consumer or family member - —
learns about MEP through Consumer identified through
analysis of MDS Section Q,

one of the outreach : -
continued stay reviews, or

(?hannels_ and 9xpres_ses SDMI Waiver waiting list.
interest in participation.

State-level transition coordinator receives MFP referral and does initial eligibility screening. This
individual provides a list of locally available regional transition coordinators to the consumer and
family.

—

Consumer and family selects regional transition coordinator. This may be a representative of the
ClILs, ADRCs, or a SDMI Waiver case manager. Consumers and families receive additional MFP
information to review in advance of the first meeting with the coordinator.

—

Regional transition coordinator receives referral, conducts fuller eligibility assessment by
checking length of stay with nursing facility or State Hospital, or MH Nursing Care Center,
Medicaid eligibility with OPA, and sets up initial meeting with consumer and family.

Consumer identified as
transition candidate by facility,
discharge planner, or other
source.

Regional transition coordinator meets with consumer and family at nursing facility, State Hospital,
or MH Nursing Care Center to discuss MFP demonstration project. They review the informational
packet.

| Consumers and families who decide to participate sign the informed consent form. |

Transition team is assembled and assesses transition and community care needs. The
consumer and family receive options counseling. Team develops a transition plan identifying
needed services, and assesses community of choice for service availability. Transition team

coordinates services and housing/move. Transition team uses housing assessment to determine
if housing qualifies for MFP. Housing information is entered onto state registry for tracking. Team
assesses risks, develops mitigation plan, and 24/7 back up plan.

Once transition is ready and participant meets eligibility requirements for transition, participant is
enrolled onto the SDMI Waiver and begins MFP participation. Case managers shift role from
regional transition coordinator to targeted case management.

—

Case manager monitors for quality post-transition, including unannounced QA reviews and
scheduled quality of life surveys. AMDD will monitor metrics from the centralized MFP QA
database, entered by case managers. The MFP project team meets regularly to discuss
identified problems.

—

After 365 days of MFP participation, the enhanced funding ends, but consumers continue to

receive services on SDMI Waiver. Waivers amended with demonstration services as needed.
. ____________________________________________________________________________________________________________________________ _Jj
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Consumers with Developmental Disabilities

Outreach, education, and
marketing materials are
disseminated through
existing provider, advocacy,
or other newsletters/

Outreach, education, and
marketing materials are
available at nursing facilities
and MDC as handouts (MFP
packet and brochure) and
through presentations.

Consumer or family member Consumer identified through
learns about MFP through . -
analysis of continued stay

one of the outreach ) .
reviews, or DD Waiver

channels and expresses o
waiting list.

interest in participation.

State-level transition coordinator receives MFP referral and does initial eligibility screening. This
individual provides a list of locally available regional transition coordinators to the consumer and

familz. This list will onlz include DD targeted case managers.

Consumer and family selects regional transition coordinator/targeted case manager. Consumers
and families receive additional MFP information to review in advance of the first meeting with the
coordinator.

—

Regional transition coordinator receives referral, conducts fuller eligibility assessment by
checking length of stay with nursing facility or MDC, Medicaid eligibility with OPA, and sets up
initial meeting with consumer and family.

Outreach occurs with
nursing facility and MDC
discharge planners,
administrators, and staff.
Nursing facilities and MDC
support MFP recruitment.

eriodicals.

Consumer identified as
transition candidate by facility,
discharge planner, or other
source.

Regional transition coordinator/targeted case manager meets with consumer and family at
nursing facility or MDC to discuss MFP demonstration project. They review the informational
packet.

I Consumers and families who decide to participate sign the informed consent form. |

Transition team is assembled and assesses transition and community care needs. The
consumer and family receive options counseling. Team develops a transition plan identifying
needed services, and assesses community of choice for service availability. Transition team

coordinates services and housing/move. Transition team uses housing assessment to determine
if housing qualifies for MFP. Housing information is entered onto state registry for tracking. Team
assesses risks, develops mitigation plan, and 24/7 back up plan.

Once transition is ready and participant meets eligibility requirements for transition, participant is
enrolled onto the Institutional DD Waiver and begins MFP participation. Case managers shift role
from regional transition coordinator to targeted case management.

—

Case manager monitors for quality post-transition, including unannounced QA reviews and
scheduled quality of life surveys. DDP will monitor metrics from the centralized MFP QA
database, entered by case managers. The MFP project team meets regularly to discuss

identified problems.

After 365 days of MFP participation, the enhanced funding ends, but consumers continue to

receive services on Institutional DD Waiver.
T ———————————————————————
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Consumers with Serious Emotional Disturbance — this population has been removed.

Outreach occurs with PRTF Outreach, education, and Outreach, education, and
discharge planners, marketing materials are marketing materials are
administrators, and staff. available at PRTFs as disseminated through
PRTFs support MFP handouts (MFP packet and existing provider, advocacy,
recruitment. brochure) and through or other newsletters/

eriodicals.

resentations.

<
' ¥ |

Consumer or family member

learns about MFP through Consumer identified through Consumer identified as
one of the outreach analysis of continued stay transition candidate by facility,
channels and expresses reviews. discharge planner, or other
interest in participation. A) sou‘rce.
L

State-level transition coordinator receives MFP referral and does initial eligibility screening. This
individual provides a list of locally available regional transition coordinators to the consumer and
family.

Consumer and family selects regional transition coordinator. This may be a representative of the
ClILs, ADRCs, or a wraparound facilitator under the State Plan program. Consumers and families
receive additional MFP information to review in advance of the first meeting with the coordinator.

Regional transition coordinator receives referral, conducts fuller eligibility assessment by
checking length of stay with PRTF and Medicaid eligibility with OPA, and sets up initial meeting
with consumer and family.

Regional transition coordinator meets with consumer and family at PRTF to discuss MFP
demonstration project. They review the informational packet.

Consumers and families who decide to participate sign the informed consent form.

Transition team is assembled and assesses transition and community care needs. The
consumer and family receive options counseling. Team develops a transition plan identifying
needed services, and assesses community of choice for service availability. Transition team

coordinates services and housing/move. Transition team uses housing assessment to determine
if housing qualifies for MFP. These participants will generally return home. Housing information
is entered onto state registry for tracking. Team assesses risks, develops mitigation plan, and

24/7 back ue Elan.

Once transition is ready and participant meets eligibility requirements for transition, participant is
enrolled onto the 1915(i) State Plan Program for youth with SED and begins MFP patrticipation.
Wraparound facilitator take over primary management of care from regional transition coordinator.

Youth who age out during the 365-day MFP period will be assessed for eligibility and referred to
the other MFP-related waivers (SDMI, DD, Big Sky Waiver) early in the process. Those not
eligible for waivers would be able to receive a reduced package of services under Personal
Assistance Services or Community First Choice programs if Medicaid eligible. The MFP program
will track participants who do not receive waiver services to see how they fare.

Wraparound facilitator monitors for quality post-transition, including unannounced QA reviews and
scheduled quality of life surveys. CMHB will monitor metrics from the centralized MFP QA
database, entered by case managers. The MFP project team meets regularly to discuss
identified problems.

After 365 days of MFP participation, the enhanced funding ends, but consumers continue to
receive services on 1915(i) State Plan Program for youth with SED or other waiver/Medicaid
program if youth ages out. State Plan Program amended with demonstration services as needed.
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MFP Re-enrollment Policy

Montana will allow consumers to reenroll in the MFP program if they are re-
institutionalized for 90 or more consecutive days following MFP program participation.
These individuals previously received 365 days of enhanced FMAP services. These
consumers must meet MFP eligibility criteria to reenroll.

Consumers who return to an institution during their 365-day period of MFP
eligibility may remain enrolled in the program and resume their participation upon
discharge. These consumers are entitled to receive 365 days of services under MFP,
even if not consecutive because of re-institutionalization. During the institutional stay,
the participant may continue to be enrolled in the MFP Program, although MFP
participants are suspended from receiving grant funding while institutionalized.
Montana may provide personal assistance retainer payments under the waiver for up to
30 days while an MFP participant is in a hospital or nursing facility (currently an option
available under the Big Sky Waiver program).

Participants readmitted to an institution for 30 days or less remain enrolled in
Montana’s MFP program. MFP participants remaining in an institution for more than 30
days will be suspended from Montana’s MFP program. The State will reactivate these
suspended participants if they transition back out of the institution into the community.
These participants do not need to meet the 90-day residency requirement to be
reactivated. At this point, individuals upon discharge from inpatient care resume their

status as an MFP participant and are eligible to receive MFP services for any remaining
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days up to the 365-day demonstration participation period. No inpatient days are
included in the 365-day MFP period of participation.

Montana will arrange for the provision of services deemed necessary by the
participant’s transition team in advance of the transition of an MFP institutionalized
person back into the community in order to ensure the continuity of care for these
individuals based on a revised plan of care.

Montana will revise plans of care for participants with interrupted period of MFP
eligibility to account for any changes in health and psychosocial status prior to discharge
back into the community. The transition coordinator will work closely with the
transition team to identify the causes of the re-institutionalization and determine how
to design a plan of care to guard against this risk reoccurring. The consumer’s risk
identification and mitigation plan will also be informed by this incident.

Montana will develop and maintain a process to reevaluate the former MFP
participant’s plan of care before being re-enrolled back into the MFP demonstration
program. The reevaluation will determine the basis for re-institutionalization, such as:
e Maedical and/or behavioral changes resulted in the necessity of readmission into an

inpatient facility.
e The lack of community services to adequately support the participant originally
identified in the original plan of care.
e The plan of care was not supported by the delivery of quality services.
After determining the basis for re-institutionalization, the transition team will

make changes in the plan of care that take into consideration the possible causes for a
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return to institutional care. At this point, the former MFP former participant may be re-
enrolled into the program. Montana will track and trend data regarding MFP
reenrollments. The State will incorporate knowledge gained through this process into
future training for transition coordinators, additional transition team members, and

other MFP staff.

Ensuring Consumers and Families Have Information to Make Informed Choices

Montana realizes the enormity of the decision to move from an institution to the
community. Many individuals have lived in institutions for a significant amount of time,
and struggle to imagine living more independently. Consumers and families need
information to balance the opportunities with the risks and make informed choices.

The Community Choice Partnership MFP demonstration’s transition coordinators
will educate consumers and families about the services and supports available in the
demonstration program. The MFP demonstration mandates options counseling for
consumers and families. The State project team will develop options counseling
materials collaboratively with the Community Choice Partnership MFP stakeholder
advisory council and other stakeholders including the Statewide Independent Living
Council (SILC). Options counseling will focus on the voluntary nature of the program,
provider versus self-directed services, benefits and services offered in the MFP program,
how they compare with institutional and HCBS waiver or State Plan program services,
and consumer rights and responsibilities.

Peers will be another important source of information for consumers and family

members. Peers can share their experiences transitioning from institutions and living in
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the community to provide a consumer perspective to transition candidates. Peers may
be a part of options counseling.

Consumers and families will have a voice in the case planning process, and tools
to support their decision-making. The transition coordinator and peer mentor/advocate
will provide training to help consumers and families navigate consumer options.
Consumers and families will also have the ability to interview potential providers.

Consumers and families will receive information about abuse, neglect, and
exploitation prevention, including indicators of possible abuse, neglect, and exploitation,
as well as how and when to use adult protective services (APS) and child protective
services (CPS) when they enroll in the MFP program. Montana law requires individuals
to report abuse, neglect, and exploitation to DPHHS, APS, CPS, the local county attorney
where the incident took place, or the local long term care Ombudsmen. Case managers
and wraparound facilitators are trained in these issues, and will ensure consumers and
families are well informed. The State will require MFP consumers or representatives to
sign a form verifying they received this information.

Additionally, the State may provide training and forums regarding:

1. Managing change

2. Managing caregivers — retaining boundaries
3. Living well with a chronic disease/disability
4. Avoiding learned helplessness

5. How to manage stress
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These trainings and forums will provide additional information and tools to help
consumers and families determine whether and how to approach a transition. The

State may offer different trainings and forums as deemed needed and appropriate.
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B.2 Informed Consent and Guardianship
Consumers, authorized representatives (power of attorney), or guardians are
required to give their consent to participate in the Montana MFP demonstration

program.

Informed Consent Procedures

Consumers, authorized representatives, or guardians/legal representatives must
provide their consent to participate by signing an informed consent form once they have
decided to participate in MFP. Transition coordinators will obtain informed consent as a
part of the options counseling process, to ensure consumers/guardians are informed of
the transition process, services and supports offered during and after the MFP year, and
their rights and responsibilities. Transition coordinators and others on the transition
team will discuss these issues in detail throughout the transition process. The consent
form includes discussion of:

e Demonstration benefits — discussing the transition and ongoing services and
supports provided by the MFP demonstration project. This includes qualified,
demonstration, and supplemental services.

e Participation in research — acknowledging the consumer’s information will be a
part of the Mathematica MFP research.

e Confidentiality — discussing Health Insurance Portability and Accountability Act
(HIPAA) requirements.

e Withdrawal from project — informing consumers of the voluntary nature of their

participation.
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e Grievances — outlining the process to file a grievance.
The transition team will determine who can provide informed consent. The

team will follow State law defining when youth can sign for themselves.

Guardianship

Montana’ statute regarding guardianship (MCA 72-5-321, Powers and Duties of

Guardian of Incapacitated Person) provides the court appointed guardian of an

incapacitated person the same powers, rights, and duties as a parent has with respect to
an unemancipated minor child, including the right to give consent or approval to enable
the ward to receive medical or other professional care, counsel, treatment, or service.

Montana’s guardianship and conservatorship policy applies to all MFP target

populations, but does not specify the level of interaction required for an individual to
serve as a consumer’s guardian.

DPHHS is interested in developing a criterion for guardian participation in the
MFP demonstration. Montana wants to ensure a baseline frequency of contact for
consumers with guardians. When a transition candidate has a guardian, the transition
coordinator will verify the guardianship appointment. The transition coordinator will
require the guardian’s signature on the consent form, to involve her/him from the
beginning of the process. The transition coordinator and case manager will encourage
maximum participation from the guardian through education/information and inviting

the guardian to all assessments and transition team meetings.
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B.3  Outreach / Marketing / Education

Montana is committed to conducting outreach, marketing, education, and
training to ensure consumers, families, providers, advocacy groups, State staff, and
Montanans statewide are aware of the Community Choice Partnership MFP
demonstration project. Additionally, this work will be focused on ensuring State staff
and contractors are trained to provide high quality support and services for the MFP

demonstration project.

Information Communicated to Enrollees, Providers, and State Staff

Montana will provide information targeted to different stakeholder types. The
table below defines the audiences for outreach, marketing, education, and training
materials, and outlines the types of information the MFP program will communicate to

each.

Table 8: Outreach, Education, Marketing, and Training Efforts by Stakeholder Group

Consumers, family members, advocates — family member outreach will be as or more
important than consumer outreach for some target groups, particularly individuals with
developmental disabilities. Outreach to consumers and families needs to be
independent and not reliant on facilities. Montana will target Native American
populations in its outreach efforts.

1) MFP project existence — create awareness of the project
One page general summary plus additional targeted information relevant to each
group

2) Opportunities within the project — transition, independence
Ensure that the outreach materials are clear that some services included in MFP
are not included in the waivers/State Plan program, and, in that case, will not be
available to consumers as they exit MFP

3) Eligibility requirements — 90 days in a facility, receiving Medicaid, and level of care

4) Process to participate — high-level overview — do not want to overwhelm consumers

and family members with all the process details at this point
5) Rights, responsibilities, and risks
6) Peers will be involved with initial outreach efforts with consumers and family
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members.

Medicaid service providers — not including facility providers.

1) How consumers can participate in MFP

2) Identify possible participants — what tools are available and how do they make
referrals

3) Their role in supporting participation — providing information about the program,
connecting consumers and family members to transition coordinators, participating
in transition teams, risk assessment

4) Enrolling providers — to create HCBS capacity

5) How and where to receive training — about MFP or for provider/caregiver training
offered within MFP

Facility providers — facility administrators and admission/discharge planners are the first
focus of outreach, with additional outreach and education focused on institutional staff.

1) MFP overview — explaining the program as an additional opportunity available to

consumers
Build off groundwork from transitions program and MDS Section “Q” work

2) Their role —in supporting outreach efforts, identifying transition candidates,
participating in transition teams

3) Expectations — cooperation with outreach and transition coordination work

4) Community service provider possibility — determine if there is any interest in having
institutions help fill the need for community service providers

Auxiliary system providers — state and county entities and agents, including
Department of Labor, Office of Public Instruction, Human Resources Development
Councils, Public Housing Authorities, Women, Infants, and Children, AAAs, and county
health departments.

1) Introduction to initiative — one page general summary plus additional targeted
information relevant to each group
a) Include timelines to set schedule expectations
b) Outline opportunities within the project for consumers, families, and their

agency

2) Participant needs — discuss in terms of reliance on these auxiliary providers services

3) Eligibility processes — outline how different systems coordinate — e.g. housing and
MFP

4) Request for support — explain how this type of systems change relies on broad
support to succeed because of the interconnected nature of systems/programs

5) How they can participate in MFP

6) Training opportunities and additional information — on MFP and related work in
their specific arena if applicable
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MPFP Staff and Contractors — including outreach, education, and intake staff

1)

2)
3)

4)

Detailed education and training on MFP demonstration project

a) Understanding consumers and families

b) Develop understanding of all outreach materials

c) Develop understanding of consent forms

d) Training in assessment tools

e) Training in transition process

f) Develop understanding of different roles and responsibilities (e.g. transition
coordinator, case manager, housing coordinator, peer advocate/mentor)

g) Training in MFP benefits and services

Participant needs — discuss in terms of reliance on these auxiliary providers services

Eligibility processes — outline how different systems coordinate — e.g. housing and

MFP

Choice — education about the right of choice and dignity of risk
People’s rights under the Americans with Disabilities Act (ADA) as affirmed by
the Olmstead Supreme Court decision to live in the least restrictive environment
in the community of their choice

Policymakers — budget office, Governor’s office, legislators

1)

2)
3)

4)

5)

Synopsis of the MFP program — what it is, funding sources, what it does

a) White paper

b) Include positive/transformative impacts on lives

Choice — education about the right of choice and dignity of risk

Impact on the State general fund/budget — short and long term
Look at all general committees forming on budget — including housing, revenue,
and transportation, in addition to DPHHS

Balance and modernize LTSS — demonstrate how this effort is building off work over

the last 15 years, and is further rebalancing system toward HCBS

Prepares Montana for impending demographic shift

Media — work will be coordinated with DPHHS’ public information officer

1)

2)
3)
4)

Announcement of MFP program — done with press release, governor’s letter to
paper, or other vehicles

Events — celebrating success, reinforce importance of mission and purpose

Share stories of people who transitioned back and the benefits of that transition
Connect people to website for more detailed information —include link in all media
material
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Media Types
Montana’s MFP demonstration project will use a variety of media types to
maximize the reach and impact of outreach efforts. Media types and specific outreach
instruments may include:
1. MFP informational packet — the contents may vary by consumer population, but in
general the packet may include:
a. A cover letter clearly and simply defining MFP, how the Community Choice
Partnership MFP demonstration project fits within the existing LTSS system in
Montana, and the transformational objectives of MFP.

b. Existing long term services and supports (LTSS) information, including HCBS

waiver and State Plan program brochures.
c. MEFP brochure with demonstration overview and eligibility requirements.

d. MEP fact sheet and frequently asked questions to provide more in depth

information on specific topics.

e. MEP participant consent form that a consumer or family member can

complete and give to a transition coordinator at the facility to indicate their
desire to move forward in the transition process.

f. Rights and responsibilities for consumers and families to understand the

opportunities, obligations, and risks associated with participation.

g. MEP transition planning guide with high-level information about the

transition and participation process.
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2. MFP brochure — the brochure will contain an overview of the demonstration,
eligibility requirements, and high-level information about how MFP fits within the
broader LTSS spectrum.

3. MFP website — DPHHS’ web designer, with input from the public information officer,
will create an MFP webpage, which will be easy to find as a standalone site or
through Department programs’ and stakeholder organizations’” websites. The
webpage will contain all of the information from the paper informational packets,
and will be updated regularly to ensure it is current.

4. Newsletters — The Community Choice Partnership MFP demonstration project will
not have its own newsletter, but rather the MFP project director will work with
existing provider, advocacy, or other newsletters/periodicals to include MFP content.

This includes:

a. Provider newsletters and h. MHA, an association of
magazines healthcare providers
b. ClLs i. Network of Care — statewide
c. ADRCs mental health resources
d. Aging newsletter j. Parents Let’s Unite for Kids
e. Aging Horizons (PLUK)
f. AARP website/electronic k. Montana Council on
newsletter Developmental Disabilities
g. Montana Healthcare . MCI
Association m. Montana Peer Network

n. Various listservs

5. Informational letters — the project director or DPHHS public information officer will
distribute informational letters as needed to create awareness or promote MFP.
6. News releases — the MFP project team will use news releases to share success

stories or other information about MFP.
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7. Facebook —the MFP project team may use DPHHS’ Facebook page to share
information about MFP.

8. Video — The Community Choice Partnership MFP demonstration may create
outreach videos with peer success stories. DPHHS may include the video on the
project website, Department Facebook page, and on YouTube. Transition
coordinators may use the video as an outreach tool in institutions.

9. Conference presentations —the MFP project team will give formal presentations
and meet regularly with community groups, providers, and other stakeholders to
discuss the program.

10. Regional meetings — the Community Choice Partnership MFP project team will
facilitate regional meetings with facility providers, Centers for Independent Living,
and others to elicit best practices and additional input.

11. Ombudsmen presentations — Ombudsmen will add MFP information to the
presentations they already conduct at nursing facilities.

12. Free Media — the MFP project team may use public radio, public service
announcements, and other free media to market the demonstration.

13. Web-based training — the project team will create web-based training modules to
support ongoing, consistent training on MFP-related topics including self-direction,
transition processes, and conducting assessments. These trainings will be directed
at consumers, family members, providers, and State staff.

MPFP staff will gather materials from other states presented at the 2012 MFP

conference and customize for Montana. All outreach, educational, marketing, and
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training material will be accessible in multiple formats. Montana will provide outreach

materials to CMS prior to use as required.

Targeted Geographic Areas
Outreach efforts will be statewide — Montana will not be targeting specific

geographic areas although emphasis will be placed on rural and remote areas.

Locations for Information Dissemination
The MFP project team will use a variety of locations to disseminate outreach,

marketing, education, and training materials widely. Locations may include:

1. LTSS facilities 11. National Association for Mental
2. Residential senior living facilities Iliness (NAMI)
3. PRTFs 12. OPAs
4. Senior centers 13. Advocacy groups
5. Libraries 14. Hospitals
6. ClLs 15. Mental Health Centers
7. AAAs/ADRCs 16. Medical associations
a. Information assistance 17. Mountain Pacific Quality Health
counselors 18. Child serving agencies
b. SHIP counselors 19. Doctors’ offices
8. Community agencies — health 20. Tribal health programs
clinics 21. School districts — special
9. MMIS provider system education programs
10. Montana Mental Health 22. University schools of nursing

Association (MMHA)

Staff Training, State Forum, and Public Educational Seminars
Montana has already begun public education efforts through community forums
held during the writing of the State’s operational protocol. As need dictates, the MFP

project team will continue hosting community forums throughout the Community
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Choice Partnership MFP demonstration implementation to educate the public about
MFP, and receive feedback from consumers, family members, and other stakeholders.
MFP staff, contractors, and other stakeholders will receive classroom and

practical training. The following groups will be included in training:

Referral sources

Discharge planners

Case managers

Transition coordinators

Housing coordinator

CIL staff

Qualified, demonstration, and supplemental service providers
ADRC staff

Nursing facility (and other institutional) administrators
. Facility social workers and case managers
. PRTFs
. Mental Health Centers
. State agency staff
. Consumers and families

WONU A WN R

N
A WNRO

Staff and contractors will be required to thoroughly understand the MFP project
by learning the operational protocol and all related project materials and tools. Training
sessions will include: 1) presentation of MFP program goals; 2) the State’s Community
Choice Partnership MFP project; 3) detailed presentation of each tool and element to be
used by staff/contractors in administering the program; 4) MFP eligibility policies and
benefit packages; 5) relevant Montana Medicaid policies and benefits; and 6) Medicaid
consumer rights and responsibilities. The training will include modules specialized on
individual roles within the MFP demonstration including transition coordinator, peer
advocate/mentor, and housing coordinator. These specialized modules will go into

further detail of the specific roles, responsibilities, tools, assessments, and benefits
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associated with each MFP role. Training sessions may be recorded and available
through the MFP website.

Montana will modify the “ABCs of Nursing Home Transition: an Orientation
Manual for New Transition Facilitators,” a publication by the IL Net National Training
and Technical Assistance Program at Independent Living Research Utilization for use as a
training manual for the Community Choice Partnership MFP demonstration. The State
will also draw from training materials from other states presented at the 2012 MFP
conference, modifying them for Montana’s use.

Montana will require staff and contractors complete training before working

with MFP participants.

Draft Training Schedule

Consumers and family members will receive training as they begin participating
in the MFP demonstration, so are not included in the schedule below.
May —June 2014:

e Outreach/marketing will begin to create an awareness of the Montana
Community Choice Partnership MFP demonstration project, opportunities within
the project, eligibility requirements, and other information to properly set
expectations and inform advocates, facility providers, and auxiliary system
providers. Montana will continue to use community forums as well as the other
medium described in the operational protocol.

e MFP staff and contractors will receive informal training through the same

outreach/marketing information used with advocates and providers.
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e DPHHS will educate legislators about the demonstration project during the

legislative session.
July — September 2014:

e Formal MFP training of staff and contractors will occur in this quarter. Montana
will have hired all MFP staff by this point, and transitions should begin soon.
Montana will host an intensive training workshop to train contractors and staff
as a group.

e Ongoing outreach, marketing and education efforts will continue with providers,
advocates, and community members throughout the State.

Ongoing:

e Montana’s MFP team will continue to host community forums, present at
regional conferences, and work with individual facilities, providers, and advocacy
groups regarding the State's MFP project.

e Formal training from MFP staff/contractor conference will have been recorded
and available on the web for new staff and contractors joining the project.

Web-based modules will be created and available for ongoing training.

Bilingual Materials and Interpretation Services

Montana will provide interpreter services as needed. Historically, this has
included primarily sign language, Spanish, Russian, and Hmong interpretation. The State
will find additional interpretation services if requested. Many of the county OPAs have
bilingual staff who provide interpretation assistance. DPHHS contracts out for

additional interpreter services on an as needed basis.
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Cost Sharing Responsibilities
Participants are not required to cost share in MFP (other than regular Medicaid

cost sharing).
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B.4 Stakeholder Involvement

Montana is committed to involving consumers, families, providers, advocacy
groups, and other stakeholders throughout the MFP demonstration project. Montana
has strong advocacy, consumer, and provider groups in each of the targeted participant
areas — DD, M, SED, elderly, and physically disabled. The Community Choice
Partnership MFP demonstration will be unique in that it brings these assorted groups
together to work in one unified project, containing a diverse group of participants with
varying needs. Many of these individuals and organizations are accustomed to working
a specific DPHHS program or bureau — AMDD, Disability Employment and Transitions
Division, DSD/DDP, DSD/CMHB, or SLTC. The MFP project director will need to forge
relationships across the stakeholder spectrum, while also strengthening existing
program relationships. Montana is committed to working with experts across all areas
of focus under MFP through the stakeholder advisory council.

The State plans to augment the stakeholder advisory council established during
the planning phase of this grant to include a housing authority representative and
additional stakeholder representation as necessary. The Community Choice Partnership
MFP stakeholder advisory council will provide feedback guiding the development,
implementation, and operations of the Community Choice Partnership MFP
demonstration project. This will be the setting for discussing lessons learned from the
project and how to adjust the approach to reflect new insights. Additionally, the

Community Choice Partnership MFP stakeholder advisory council members will be
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instrumental in promoting MFP statewide. The MFP project director will head the MFP

advisory council, which will meet regularly throughout the project.

Stakeholder Involvement Chart
The following chart depicts how stakeholders will be involved in the Community

Choice Partnership MFP demonstration project.

Figure 3: Stakeholder Involvement in MFP Demonstration Project

DPHHS Director
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Consumer and Family Involvement in Demonstration

Montana views consumers and family member engagement as critical to the
success of the Community Choice Partnership MFP demonstration project. The work
done through this project very directly impacts their lives, and their voices need to be a
part of the planning, implementation, and operations process. The State developed the
demonstration project through the planning grant, with most activities occurring in June
and July 2012. Consumers and family members participated in the process as members

of the MFP planning stakeholder advisory council. The advisory council met five times
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during this planning period to discuss the elements of the operational protocol.
Although the official council had 11 members, the State opened the meetings and
encouraged additional interested parties to participate, supporting broader

collaboration with all stakeholder groups.

Table 9: Planning Stakeholder Advisory Council Members

Member Representation

Mike Mayer CIL

Quentin Schroeter NAMI

Mike Hanshew AARP

Mavis Young Bear Fort Belknap Agency, Vocational Rehabilitation
Linda Sandman Son Heaven Assisted Living
David Trost St. John’s Lutheran Ministries
Jan Wenaas Consumer Family Member
Michael O’Neil AWARE

Troy Sprang Chief Dull Knife College
Sheila Thompson Opportunity Resources Inc.
Mark Boatman Consumer

The State elicited additional consumer and family involvement through
community forums. The MFP planning team went to three cities in June — Missoula,
Billings, and Great Falls — to meet with consumers, family members, providers,
advocates, and other stakeholders. Over 120 individuals participated in these sessions.
Through a facilitated consensus workshop, the forum participants defined MFP benefits
and services, housing coordination, and transition processes. The State reimbursed
travel expenses for consumers and family members to promote participation from
individuals living in rural, outlying areas.

Consumers and family members were provided access to written reports from

each of the planning stakeholder advisory council and community forum meetings.
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Montana also involved consumers and family members through a planning
survey, focused on assessing the current LTSS system — what is working well and where
there is need for improvement — and additional services and supports needed to

support successful transitions for individuals with more complex needs.

Community and Facility Provider Involvement in Demonstration

Community and facility providers are also critical in the planning,
implementation, and operations of the Community Choice Partnership MFP
demonstration project. Providers participated in the planning stakeholder advisory
council and community forums alongside consumers and family members. Both
community and facility providers were represented. Providers were also given access to

written reports of the meetings.

Consumer and Provider Roles and Responsibilities

Consumers, family members, and advocates will continue to be central to
ongoing stakeholder involvement throughout the implementation and operation phases
of the Community Choice Partnership MFP demonstration. Montana will encourage
additional consumer and family member participation in MFP demonstration activities.
The State wants to ensure that all targeted participant groups are represented on the
Community Choice Partnership MFP stakeholder advisory council. Montana will seek to
learn from consumers and families as it measures progress toward the project vision

and goals, using these lessons learned to adjust benefits, services, and processes to
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better meet consumer needs. The State also seeks active involvement from consumers
and families in project evaluation.

DPHHS collaborates closely with an active facility provider network. Facility
providers have worked closely with the Department to support transitions since 1999.
These providers participated extensively in the MFP planning phase, and will be central
to successful Community Choice Partnership MFP implementation and operations, as
they facilitate choice for institutional consumers and their family members. Facility
providers will be a primary referral source. They will also support outreach and
education work by providing access to facilities for transition coordinators and peer
advocates/mentors. Facility providers will participate in transition teams, assisting with
risk assessment and transition planning. Providers will also participate in quality
assurance activities, annual surveys, and other forums eliciting feedback. Facility
providers may also expand their service scope to include community-based services,
helping to address provider and caregiver capacity issues, particularly in rural Montana.

Community providers will also be vital to the Community Choice Partnership
MFP demonstration project. Their roles are similar to facility providers. They will
participate on the MFP Community Choice Partnership MFP stakeholder advisory
council, support education and outreach efforts, serve as referral sources, participate in
transition teams, support quality assurance efforts, participate in provider surveys, and

attend MFP forums.

Consumer and Provider Operational Activities
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Ongoing, the State will use the following mechanisms to secure consumer and
provider involvement in the operational activities of the Community Choice Partnership

MFP demonstration project:

e Community Choice Partnership MFP Stakeholder Advisory Council — the
Community Choice Partnership MFP stakeholder advisory council will continue
to meet regularly throughout the demonstration project to monitor progress and
provide other feedback on the demonstration. The State will augment the group
to include wider consumer and family representation as necessary.

e Outreach and Education — providers will be an important source of MFP project
information for consumers and family members. Consumers and family
members will also support this work, particularly those who have previously
participated in the MFP demonstration.

e Referral source — providers, specifically facility providers, will be an important
referral source. Families and consumers will also create referrals.

e Transition team — institutional and community providers, including those who
have provided services to the participant, will be members of the transition
teams, helping to complete risk assessments and plans of care. Consumers and
family members will be central to team decision-making processes.

e Quality assurance — consumers and providers will support quality assurance

work at the State through interviews and feedback.
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e Montana Council on Developmental Disabilities — the MFP project team will
engage the Montana Council on Developmental Disabilities, which is comprised
of 50% consumers and family members as a project stakeholder.

e Statewide Independent Living Council — the MFP project team will also engage
the SILC, which is comprised of a majority of persons with disabilities and reflects
the diverse cultural, disability and geographical makeup of Montana.

e Reporting — the State will regularly report to consumer/family/advocacy groups
to create a feedback loop. Included in this, Montana’s MFP project will report on
grant progress consistently to Montana Statewide Independent Living Council.

e Consumer surveys — the State will initially conduct a comprehensive survey to
assess long term services and supports in Montana. After this, the State will
periodically survey consumers and families to determine what is working well
and where there is room for improvement within the MFP project.

e Provider surveys — the State will also survey providers to assess MFP
implementation and operations from providers’ perspectives.

e State agency surveys — the project will solicit feedback on the demonstration
from collaborating State agencies.

e Community forums/focus groups — the State will periodically travel to
communities statewide to elicit feedback on the MFP project and discuss
regional topics, such as caregiver or housing capacity.

e Peer mentoring — consumers and families will serve as peer mentors in the MFP

project.
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B.5 Benefits and Services

Montana’s MFP participants will be enrolled in an existing waiver or State Plan
home and community based program during the MFP year. MFP demonstration and
supplemental services will be wrapped around the baseline of services and supports

defined within each waiver or State Plan program.

Service Delivery System for MFP Participants

MFP services will be either fee-for-service or cost-based.

Service Package Available for MFP Participants

Transition coordinators/teams will assess MFP participants to determine needs
and develop a plan of care. Existing 1915c waivers will be included as qualified services
within the MFP demonstration program. Participants will continue to receive ongoing
services through waivers or the State Plan program at the termination of their MFP
demonstration project participation. However, MFP participants and transition teams
may augment these services with demonstration services if required by the consumer’s
plan of care and within established cost parameters during their participation in the
Community Choice Partnership MFP demonstration project.

Montana Big Sky and SDMI 1915¢ Waivers

The Montana Big Sky waiver serves persons who are elderly and physically
disabled in home and community based settings. This waiver was established in 1983,
and currently serves approximately 2,000 Montanans. Montana Big Sky participants

have the option of using self-direct services.
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Montana’s waiver for persons with SDMI was approved in December 2006.
AMDD modeled the services available in this waiver off the Montana Big Sky waiver
because of its comprehensive nature. The differences are that Montana does not
include self-direct options under its waiver for persons with SDMI, and the waiver offers
one additional service — Wellness Recovery Action Plan (WRAP), which lays out
specifically what a consumer needs in a crisis.

The benefits and services included in these waivers are listed and defined in the
table below. An asterisks denotes a service is only available in the Montana Big Sky
waiver. Fee schedules for these services are included as separate attachments with the

budget narrative.

Table 10: Montana Big Sky and SDMI 1915c Waivers Benefits and Services

Service Definition
Adult Day Adult day health provides a broad range of health, nutritional,
Health recreational, and social services in settings outside the person’s place

of residence in an outpatient setting, and includes transportation to
the adult day health provider.

Case Case management provides:

Management | e Development and review of the service plan with the consumer

e Reevaluation of the service plan including a functional assessment
and service delivery

e Coordination of services

e Linking consumers to other programs

e Monitoring implementation of service plan

e Ensuring health and safety

e Addressing problems with respect to services and providers

e Responding to crises

e Being financially accountable for waiver expenditures for their

consumers
Community Community Supports services include assisting the consumer with:
Supports — e Basic living skills such as eating, drinking, toileting, personal
Bonanza hygiene, dressing, transferring and other activities of daily living
Option* e Improving and maintaining mobility and physical functioning

e Maintaining health and personal safety
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Service Definition
e Carrying out household chores and preparation with meals and
snacks
e Accessing and using transportation (with providers possessing a
valid Montana driver’s license)
e Participating in community experiences and activities
e Relieving unpaid caregivers at those times when such relief is in the
best interest of the consumer or caregiver
e Receiving day care for medically fragile children who, because of
their disability, cannot be served in traditional child care settings
Community Community Transition Services are non-recurring set-up expenses for
Transition individuals who are transitioning from an institutional or another

provider-operated living arrangement to a living arrangement in a
private residence where the person is directly responsible for his or her
own living expenses.

Consultative
Clinical and

Therapeutic
Services

Consultative Clinical and Therapeutic Services assist caregivers (paid or

unpaid) in carrying out individual service plans and are necessary to

improve the individual’s independence and inclusion in the

community. The service is geared toward individuals with traumatic

brain injuries or more complex disabilities that require a more clinical

approach and specialized interventions. Specific services may include:

e Clinical evaluations by these professionals

e Development of a supplemental home/community treatment plan
which is incorporated into the individual’s service plan

e Training and technical assistance to implement the treatment

e Monitoring the treatment and interventions

e One-on-one consultation and support for paid and non-paid
caregivers

Consumer
Goods and
Services —
Bonanza
Option*

These are services, supports, supplies or goods only available under the

self-directed Bonanza Option. These items could include the purchase

of appliances and vans, with or without modifications, when criteria

and Department approval is in place. These items must address an

identified need in the consumer’s person-centered service and support

plan and meet one of the following:

e Decrease the need for other Medicaid services

e Promote inclusion in the community

e Promote the independence of the consumer

e Fulfill a medical, social, or functional need based on unique cultural
approaches

e Increase the person’s safety in the home environment

Day
Habilitation

Day habilitation services focus on enabling individuals to attain their
maximum functional level. Day Habilitation includes assistance with
acquisition, retention, or improvement in self-help, socialization and
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Service

Definition

adaptive skills, which takes place in a non-residential setting, separate
from the home or facility in which the consumer resides. Services are
normally provided four or more hours per day on a regularly scheduled
basis, for one or more days per week.

Dietetic
Services

Dietician Services are those provided by a registered dietitian or a
licensed nutritionist for consumer education and meal planning for
consumers who have medically restricted diets or for consumers who
do not eat appropriately to maintain health. Dietitian Services are
related to the management of a recipient’s nutritional needs. Dietitian
Services include:

e Evaluation and monitoring of nutritional status

e Nutrition counseling

e Therapy

e Education and research

Environmental
Accessibility
Adaptations

Physical adaptations to the home, required by the consumer’s service
plan, which are necessary to ensure the health, welfare and safety of
the individual, or which enable the individual to function with greater
independence in the home and without which the recipient would
require institutionalization.

Family
Training and
Support

Services whereby an employee of a Child and Family Services provider

enrolled with the Department is responsible for assisting families with

training and support issues associated with their child aged 0 through

21 with disabilities and not eligible for DD Services. Specifically, Family

Training and Support includes:

e Providing training to families and others who work or play with the
child. Training would include general orientation about the child’s
disabling condition as well as training specific to the needs of the
child and his or her family and how best to meet those needs.

e Serving as consultant to families in terms of developmental stages
and teaching activities that families can do with their child that
would help in the developmental process.

e Collaborating with the case managers and families to develop
strategies for environmental modifications or adaptations that
would be beneficial to the child.

e Periodically assessing the child, including conducting
developmental assessments, in order to discover unmet needs,
determine progress or lack of progress and identifying areas of
strength that can be emphasized.

e Providing emotional support to families, including active listening,
problem solving and suggesting resources such as peers and others
within the disability community who could offer support.

e Advocating for the family’s needs with the case management team
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Service Definition
and others who may offer supports and services.
e Assisting the family and case management team with transition and
referral to special education, including Part B.
Financial Financial management services provide finance, employer, payroll and
Management | related functions for the consumer/personal representative. These
Services — services assure that the funds to provide services and supports
Bonanza outlined in the individual service plan are implemented through a self-
Option* directed approach and are managed and paid appropriately as
authorized. This is a mandatory service for all participant directed
waiver participants.
Health and Offers consumers opportunities to engage in recreational, health
Wellness promoting and wellness activities within their community.
The service includes:
e Classes on weight loss, smoking cessation, and healthy lifestyles
such as “Living Well with a Disability” offered by Centers for
Independent Living
e Health club memberships
e Arttherapy
e Costs associated with adaptive recreation activities such as skiing,
horseback riding, and swimming
Homemaker Homemaker services consist of general household activities provided
to consumers unable to manage their own home or when the
individual normally responsible for homemaking is absent. Homemaker
services do not include personal care services available under State
Plan Medicaid.
Homemaker Homemaker chore services are provided to consumers unable to
Chore manage their own home or when the consumer normally responsible
for homemaking is absent. Homemaker Chore activities includes
cleaning a home requiring extensive cleanup beyond the scope of
general household cleaning available under the Homemaker service;
such as heavy cleaning (e.g., washing windows or walls); yard care;
walkway maintenance; minor home repairs; wood chopping and
stacking.
Independence | Independence Advisor (lA) services include an array of consumer-
Advisor — directed support activities to ensure the ability of consumers to direct
Bonanza their care successfully. Consumers can choose from any qualified and
Option* enrolled provider. This is a mandatory service for consumer-direction.
Non-Medical Transportation means travel furnished by common carrier or private

Transportation

vehicle for non-medical reasons as defined in the individual service
plan. Transportation Services must meet the following criteria: Be
provided only after volunteer, state plan or other publicly funded
transportation programs have been exhausted or determined to be
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Service

Definition

inappropriate; and be provided by the most cost effective mode.

Occupational

Occupational therapists may provide evaluation, consultation, training,

Therapy and treatment. These services are provided when the limits of
Occupational Therapy Services under the approved State plan are
exhausted. The scope and nature of these services do not otherwise
differ from Occupational Therapy Services furnished under the State
plan, except that palliative therapies are allowed.

Pain and Services support traditional and nontraditional approaches to pain and

Symptom symptom management including, but not limited to, acupuncture,

Management | reflexology, massage therapy, craniosacral therapy, hyperbaric oxygen
therapy, mind-body therapies such as hypnosis and biofeedback,
coaching, chiropractic therapy, and nursing services by a nurse
specializing in pain and symptom management.

Personal Personal Assistance Services may include supervision for health and

Assistance safety reasons, socialization, escort and transportation for non-medical

Service reasons, or an extension of State Plan personal assistance services.
Since the provision of personal assistance by legally responsible
individuals is not available under the State Plan, individuals may use
this service for assistance with activities of daily living (ADLs) by legally
responsible individuals.

Personal PERS is an electronic device, which enables certain individuals to

Emergency secure help in the event of an emergency. The client may also wear

Response portable “help” button to allow for mobility. The system is connected

System (PERS)

to the person’s phone and programmed to signal a response center
once a “help” button is activated. Trained professionals staff the
response center.

Physical Physical therapists may provide treatment training programs designed

Therapy to: 1) preserve and improve abilities for independent function, such as
range of motion, strength, tolerance, coordination, and ADLs; and 2)
prevent, to the extent possible, irreducible or progressive disabilities
through means such as orthotic prosthetic appliance, assistive and
adaptive devices, positioning, behavior adaptations, and sensory
stimulation.

Post Acute Post Acute Rehabilitation is a residential or a non-residential program

Rehabilitation | for persons with a traumatic brain injury, or other severe disability that

Services would benefit from these services. Consumers are taught strategies to

overcome barriers created by their disability, learn compensatory
techniques for memory loss and behavior problems and relearn day-to-
day living skills. The goal of this program is to facilitate integration into
the community in addition to reducing the level of disability of the
consumer.

Prevocational

Prevocational training services are habilitative activities that foster
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Service

Definition

Services

employability for a HCBS consumer. These services are aimed at
preparing an individual for paid or unpaid employment, and include
teaching concepts such as compliance, attending, task completion,
problem solving, endurance, work speed, work, accuracy, attention
span, motor skills and safety.

Private Duty
Nursing

Service provides nursing services by a Licensed Practical Nurse (LPN) or
Registered Nurse (RN) licensed to practice in Montana. These services
are provided to an individual at home or in an adult residential care
facility. Private duty nursing services are medically necessary services
provided to consumers who require continuous in-home nursing care
that is not available from a home health agency.

Residential
Habilitation

Residential Habilitation is provided in an Adult Foster Home (AFH),
Group Home, Assisted Living Facility (ALF) or Residential Hospice.
Residential habilitation is a bundled service that may include personal
assistance supports or habilitation to meet the specific needs of each
resident; homemaker services; medication oversight; social activities;
personal care; recreational activities, transportation; medical escort;
and 24-hour on-site awake staff to meet the needs of the residents and
provide supervision for safety and security.

Respiratory
Therapy

Services include direct treatment, ongoing assessment, equipment
monitoring and upkeep, pulmonary education and rehabilitation for
those 21 and older.

Respite Care

Respite care is temporary, short-term care provided to consumers in
need of supportive care to relieve those persons who normally provide
the care. Respite care is only utilized to relieve a non-paid caregiver.

Senior Senior Companion Services are directed at providing companionship

Companion and assistance. The service includes respite, socialization, supervision,
and homemaking.

Specialized This service provides day care for medically fragile children who,

Child Care for | because of their disability, cannot be served in traditional childcare

Medically settings.

Fragile

Children

Specialized Specialized medical equipment and supplies include devices, controls,

Medical or appliances, specified in the service and support plan, which enable

Equipment consumers to increase their abilities to perform activities of daily living,

and Supplies or to perceive, control, or communicate with the environment in which

they live and includes the provision of service animals. It also includes
items necessary for life support, ancillary supplies and equipment
necessary to the proper functioning of such items, and durable and
non-durable medical equipment not available under Medicaid State
plan.
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Service

Definition

Speech
Therapy and
Audiology

Speech therapy may include:

1) Screening and evaluation of individuals with respect to speech and
hearing functions.

2) Comprehensive speech and language evaluations when indicated
by screening results.

3) Participation in the continuing interdisciplinary evaluation of
individuals for purposes of beginning monitoring and following up
on individualized habilitation programs.

4) Treatment services as an extension of the evaluation process
including consultation with appropriate people involved with the
individual for speech improvement and speech education activities
to design specialized programs for developing each individual’s
communication skills in comprehension, including speech, reading,
auditory training, and skills in expression.

Supported
Employment

Supported employment includes activities needed to sustain paid work
by consumers, including supervision and training for persons for whom
unsupported or competitive employment at or above the minimum
wage is unlikely. Supported employment is conducted in a variety of
settings. Supported employment may include group community
employment such as crews, enclaves or individual community
employment.

Supported
Living

Supported living is a comprehensive habilitation service designed to
support individuals with brain injuries, or other severe disabilities, in
the community. Supported living is a bundled service, which includes
independent living evaluation, homemaking, habilitation aides,
behavioral programming, non-medical transportation, specially trained
attendants, day habilitation, residential habilitation, prevocational
training, supported employment, 24-hour availability of staff for
supervision and safety, and service coordination to coordinate
supported living services.

Vehicle
Modification

Vehicle modifications are modifications made to a personal vehicle
that will allow a consumer to be more independent. These
modifications would be specified in the service plan as necessary to
enable the consumer to more fully integrate into the community and
to ensure their health, safety and welfare.

WRAP

Wellness Recovery Action Plan (WRAP) is a manualized group
intervention for adults with mental illness. WRAP guides participants
through the process of identifying and understanding their personal
wellness resources (“wellness tools”) and then helps them develop an
individualized plan to use these resources on a daily basis to manage
their mental iliness. WRAP has the following goals:

1) Teach participants how to implement the key concepts of recovery
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Service Definition

(hope, personal responsibility, education, self-advocacy, and
support) in their day-to-day lives.

2) Help participants organize a list of their wellness tools—activities
they can use to help themselves feel better when they are
experiencing mental health difficulties and to prevent these
difficulties from arising.

3) Assist each participant in creating an advance directive that guides
the involvement of family members or supporters when he or she
can no longer take appropriate actions on his or her own behalf.

4) Help each participant develop an individualized post-crisis plan for
use as the mental health difficulty subsides, to promote a return to
wellness.

Developmentally Disabled 1915c Waivers

DDP operates three waivers — 1) Comprehensive waiver for individuals with
developmental disabilities; 2) Community supports waiver with more limited DD
services and supports; and 3) Autism waiver providing benefits and services for children
with autism up to eight years old. Neither the community supports waiver nor autism
waiver are relevant to the MFP demonstration project. The benefits and services
included in the comprehensive waiver are listed and defined the following table. A fee

schedule for these services is included as a separate attachment with the budget

narrative.

Table 11: Developmental Disabilities Comprehensive Waiver Benefits and Services
Service Definition
Day Services designed to assist individuals in acquiring, retaining, and
Habilitation improving self-help, socialization, and adaptive skills necessary to

reside successful in home and community based settings. These
services are provided in day programs/settings.

Homemaker Homemaker services consist of general household activities provided
by a homemaker when the person regularly responsible for these
activities is unable to manage the home and care for himself/herself or
others in the home, or is engaged in providing habilitation and support
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Service

Definition

services to the individual with disabilities. Services include meal
preparation, cleaning, simple household repairs, laundry, shopping for
food and supplies, and routine household care.

Live-in
Caregiver

Payment for additional costs of rent and food that can reasonably be
attributed to an unrelated live-in caregiver who resides in the same
household as the waiver participant. Staff qualified to delivery
residential habilitation provides live-in caregiver service.

Residential
Habilitation

Services designed to assist individuals in acquiring, retaining, and
improving self-help, socialization, and adaptive skills necessary to
reside successfully in home and community based settings.
Habilitation is provided to an individual wherever she/he may live.

Respite

Respite care includes any services (e.g. traditional respite hours,
recreation or leisure activities for the recipient and caregiver, summer
camp) designed to meet the safety and daily care needs of the
recipient and the needs of the recipient’s caregiver in relation to
reducing stress generated by the provision of constant care to the
individual receiving waiver services.

Supported
Employment

Supported employment is for persons with developmental disabilities
who, because of their disabilities, need intensive ongoing support to
perform in a work setting. It provides the opportunity to work: work
for pay in regular employment; integrate with non-disabled persons
who are not paid caregivers; and receive long term support services in
order to retain the employment. Activities may include pre-placement
activities, job market analysis/job development, job match/screening,
job placement/training, ongoing assessment and support and service
coordination, and transportation.

WCCM — Services furnished to assist individuals in gaining access to needed
Waiver- medical, social, educational, and other services. Case management
funded includes comprehensive assessment and periodic reassessment,
Children’s development and periodic revision of a specific plan of care, referral
Case and related activities, monitoring and follow up activities.
Management

Occupational | Occupational therapists may provide evaluation, consultation, training,
Therapy and treatment.

Services

Physical Physical therapists may provide treatment training programs designed
Therapy to: 1) preserve and improve abilities for independent function, such as
Services range of motion, strength, tolerance, coordination, and ADLs; and 2)

prevent, to the extent possible, irreducible or progressive disabilities
through means such as orthotic prosthetic appliance, assistive and
adaptive devices, positioning, behavior adaptations, and sensory
stimulation.
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Service

Definition

Psychological
and
Counseling
Services

Psychological and counseling services may include individual and group
therapy; consultation with providers and caregivers directly involved
with the individual; development and monitoring of behavior
programs; participation in the individual planning process; and
counseling for primary caregivers when their needs are related to
problems dealing with the child with the disability.

Speech
Therapy
Services

Speech therapy may include:

1) Screening and evaluation of individuals with respect to speech and
hearing functions.

2) Comprehensive speech and language evaluations when indicated
by screening results.

3) Participation in the continuing interdisciplinary evaluation of
individuals for purposes of beginning monitoring and following up
on individualized habilitation programs.

4) Treatment services as an extension of the evaluation process
including consultation with appropriate people involved with the
individual for speech improvement and speech education activities
to design specialized programs for developing each individual’s
communication skills in comprehension, including speech, reading,
auditory training, and skills in expression.

Personal
Supports

Personal supports are only available to participants who self-direct
some or all of their services with employer authority. The personal
supports worker is hired by and the employee of the participant or the
participant’s representative. The personal supports worker assists the
participant in carrying out daily living tasks and other activities
essential for living in the community, including assistance with
homemaking, personal care, general supervision, and community
integration.

Supports
Brokerage

Service/function that assists the participant (or family or
representative) in arranging for, directing, and managing services.
Serving as the agent of the participant or family, the service is available
to assist in identifying immediate and long term needs, developing
options to meet those needs, and accessing identified supports and
services.

Adult
Companion

Non-medical care, supervision and socialization, provided to a
functionally impaired individual. Companions may assist or supervise
the individual with such tasks as meal preparation, laundry and
shopping, but do not perform these activities as discrete services. The
provision of companion services does not entail hands-on nursing care.
Providers may also perform light housekeeping tasks, which are
incidental to the care and supervision of the individual.

Adult Foster

This service pays for extraordinary supervision and support by a
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Service

Definition

Support

principal care giver licensed as an adult foster care provider who lives
in the home. The total number of service recipients (including
participants served in the waiver) living in the adult foster home, who
are unrelated to the principal care provider, cannot exceed four
persons

Assisted Living

Payments for services rendered in an assisted living facility, including
personal care, homemaker services, medication oversight, social and
recreation activities, 24 hour on site response staff to meet the
unpredictable needs of recipients and supervision for safety and
security. Separate payment will not be made for those services integral
to and inherent in the provision of the personal care facility service.

Board
Certified
Behavior
Analyst

The Board Certified Behavior Analyst (BCBA) functions include the

following:

1) Designing behavioral assessments and functional analyses of
behavior and interpreting assessment and evaluation results for
staff and unpaid caregivers providing services to enrolled waiver
recipients.

2) Designing, monitoring and modifying written behavior intervention
procedures and skill acquisition procedures. Written plans of
intervention developed by the BCBA generally require the
collection of data by staff or unpaid caregivers providing direct
support. Decisions made by the BCBA in designing, monitoring and
modifying behavior intervention and skill acquisition procedures
are generally based on the review and analysis of collected data.

3) Training staff and unpaid caregivers in the implementation of
formal and informal procedures designed to reduce problem
behaviors and/or to increase appropriate behaviors.

4) Attending planning meetings for purpose of providing guidance and
information to planning team members in the setting of
appropriate goals and objectives for persons who need BCBA
services.

Caregiver
Training and
Support

Caregiver training and support are services for individuals who provide
unpaid support, training, companionship or supervision to participants.
For purposes of this service, individual is defined as any person, family
member, neighbor, friend, companion, or co-worker who provides
uncompensated care, training, guidance, companionship or support to
a person served on the waiver. This service may not be provided in
order to train paid caregivers. Training includes instruction about
treatment regimens and other services included in the service plan, use
of equipment specified in the service plan, and includes updates as
necessary to safely maintain the participant at home. Support must be
aimed at assisting the unpaid caregiver in meeting the needs of the
participant.
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Service

Definition

Community
Transition
Services

Community Transition Services are non-recurring set-up expenses for
individuals who are transitioning from an institution to a DDP waiver
funded HCBS residential service. Allowable expenses are those
necessary to enable a person to establish a basic household that do not
constitute room and board and may include:

1) Security deposits required to obtain a lease on an apartment or
home.

2) Essential household furnishings and moving expenses required to
occupy and use a community domicile, including furniture, window
coverings, food preparation items and bath/bed linens.

3) Set-up fees or deposits for utility or services access, including
telephone, electricity, heating and water.

4) Services necessary for the individual’s health and safety, such as
pest eradication and one-time cleaning prior to occupancy.

5) Moving expenses.

6) Necessary home accessibility adaptations.

7) Activities to assess need, arrange for and procure needed
resources.

Dietician

These services provided by a registered dietitian or licensed nutritionist
include meal planning, consultation with and training for caregivers,
and education for the individual served. The service does not include
the cost of meals.

Environmental
Modification/
Adaptive
Equipment

Environmental modifications are physical adaptations to the home,
required by the individual’s plan of care, which are necessary to ensure
the health, welfare and safety of the individual, or which enable the
individual to function with greater independence in the home, and
without which, the individual would require institutionalization. Such
adaptations may include the installation of ramps and grab-bars,
widening of doorways, modification of bathroom facilities, or
installation of specialized electric and plumbing systems, which are
necessary to accommodate the medical equipment and supplies, which
are necessary for the welfare of the individual. Environmental
modifications may be made to a recipient’s home or vehicle
(wheelchair lift, wheelchair lock down devices, adapted driving
controls, etc.) for the purpose of increasing independent functioning
and safety or to enable family members or other caregivers to provide
the care required by the recipient.

Adaptive equipment necessary to obtain and retain employment or to
increase independent functioning in completing activities of daily living
when such equipment is not available through other sources may be
provided.

Individual

Individual Goods and Services are services, supports or goods that
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Service Definition

Goods and enhance opportunities to achieve outcomes related to living

Services arrangements, relationships, inclusion in the community and work as
clearly identified and documented in the service plan. Items or
services under individual goods and services fall into the following
categories:
1) Membership/fees
2) Devices/supplies

Meals This service provides hot or other appropriate meals once or twice a

day, up to seven days a week.

Personal Care

Personal Care Services Include:

1) Assistance with personal hygiene, dressing, eating and ambulatory
needs of the individual.

2) Performance of household tasks incidental to the person’s health
care needs or otherwise necessary to contribute to maintaining the
individual at home.

3) Supervision for health and safety reasons.

PERS

Personal Emergency Response System (PERS) is an electronic device
that enables waiver participants to secure help m an emergency. The
participant may also wear a portable “help” button to allow for
mobility. The system is connected to the participant’s phone and
programmed to signal a response center once a “help” button is
activated. Trained professionals staff the response center.

Private Duty
Nursing

Private Duty Nursing service is to provide medically necessary nursing
services to individuals when these services exceed the established
Medicaid limits or are different from the service provided under the
State Plan. They will be provided where they are needed, whether in
the home or in the individual’s day activity setting.

Services may include medical management, direct treatment,
consultation, and training for the individual and/or his caregivers.

Respiratory
Therapy

These services are provided by a licensed respiratory therapist and may
include direct treatment to the individual, ongoing assessment of the
person’s medical conditions, equipment monitoring and upkeep, and
pulmonary education and rehabilitation. Without these services,
individuals with severe pulmonary conditions would have to be
institutionalized.

Transportation

Service offered in order to enable individuals served on the waiver to
gain access to waiver and other community services, activities and
resources, specified by the plan of care.

Program for Youth with Serious Emotional Disturbances 1915 (i) HCBS State Plan
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Montana’s PRTF waiver began operating in 2007, and expired on September 30,

2012. CMHB submitted a successful application to CMS for a 1915c HCBS bridge waiver

to continue services to families and youth currently on the PRTF demonstration

waiver/grant. CMHB has also submitted a successful 1915i HCBS State Plan program

request to make HCBS services available statewide. CMS approved the 1915(i) State

Plan program to be effective on January 1, 2013. Proposed Administrative Rules of

Montana have been filed to support these changes.

The benefits and services included in the 1915i HCBS State Plan program are

listed and defined in the table below. A fee schedule for these services is included as a

separate attachment with the budget narrative.

Table 12: Youth with SED State Plan Program Benefits and Services

Service Definition
Peer-to-Peer Peer-to-Peer services are designed to offer and promote support to the
Services parent/guardian of the youth with SED and/or to the youth with

SED. Peer-to-peer services are geared toward promoting self-
empowerment of the parent or youth, enhancing community living
skills and developing natural supports. These services are intended to
assist the parent/guardian or youth in being able to access appropriate
formal and informal services for the youth in the community. The
individualized plan of care must identify a need for this service.

Consultative

Consultative Clinical and Therapeutic Services provide treating

Clinical and physicians and mid-level practitioners with access to the psychiatric
Therapeutic expertise and consultation in the areas of diagnosis, treatment,
Services behavior, and medication management.

Supplemental | Customized Goods and Services allow for the purchase of services or
Supportive goods not reimbursed by Medicaid. These Customized Goods and
Service Services typically are used by the youth to facilitate access to supports

designed to improve and maintain the youth in the community.

Education and
Support
Services

Education and Support Services are provided to family members,
unpaid caregivers, and persons providing treatment or otherwise
involved in the youth’s life. Education and Support Services include
instruction about the diagnostic characteristics and treatment
regimens for the youth, including medication for the youth, and
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Service

Definition

behavioral management.

Family
Support
Specialist

Family Support Specialist services provide support and interventions to

parents and youth, under the guidance of the In-Home

Therapist. These services may include, but are not limited to:

1) Assisting the In-Home Therapist in family therapy by providing
feedback to the in-home therapist about observable family
dynamics.

2) Providing education to parents regarding their child’s mental
illness.

3) Coaching, supporting, and encouraging parenting techniques
learned through parenting classes and/or family therapy.

4) Providing, as necessary, parenting skills specific to the child.

5) Participating in family activities in order to assist parents in
applying specific parenting methods in order to change family
dynamics.

6) Working with youth to access any types of wellness recovery tools
such as a wellness recovery action plan tool kit.

7) Serving as a member of the crisis intervention team.

Geographic
Factor for
Travel

A geographical factor of $.50 per mile may be available to a Family

Support Specialist, Wraparound Facilitator, Peer-to-Peer Specialist, In-

Home Therapist or Co-Occurring Service Provider when the following

circumstances are met:

1) The provider is traveling out of the location where the provider has
its regular office, excluding satellite offices;

2) The provider is traveling a distance greater than 25 miles one way
from the office to the youth’s home;

3) The geographical factor will include the initial 25 miles and return
trip;

4) The geographical factor is prior authorized by the plan manager;
and

5) The geographical factor and those providers authorized to receive
it are included in the youth’s plan of care.

In-Home
Therapy

In-Home Therapists provide face-to-face, individual, and family therapy
for youth and parent(s) or legal guardians in the youth’s residence at
times convenient for the youth and family.

Non-Medical
Transportation

Non-Medical Transportation is the provision of transportation through
common carrier or private vehicle for the youth’s access to and from
social or other nonmedical activities that are included in the waiver
plan of care.

Respite Care

Respite Care is the provision of supportive care to a youth so as to
relieve those unpaid persons normally providing day-to-day care for
the youth from that responsibility. Respite care services may be
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Service

Definition

provided only on a short-term basis, such as part of a day, weekends,
or vacation periods.

Wraparound
Facilitation

Wraparound services are comprehensive services comprised of a
variety of specific tasks and activities designed to carry out the
wraparound process, including: assembling the wraparound team;
facilitating plan of care meetings; working with the department in
identifying providers of services and other community resources to
meet family and youth needs; making necessary referrals for youth;
documenting and maintaining all information regarding the plan of
care and the cost plan, including revisions; presenting plan of care and
cost plans to the plan manager for approval; providing copies of the
plan of care to the youth and family/guardian; monitoring the
implementation of the plan of care; maintaining communication
between all wraparound team members; consulting with family and
other team members to ensure the services the youth and family are
receiving continue to meet the youth’s needs; educating new team
members about the wraparound process; and maintaining team
cohesiveness.

Specialized
Evaluation
Services

Specialized Evaluation Services provide access to necessary evaluation
services with brief consultation that are otherwise unavailable or not
covered by state plan Medicaid or other funding sources. The youth’s
need for this service must be indicated in the plan of care. Services
may include but are not limited to: Applied Behavior Analysis,
psychosexual evaluation, and pharmacogenetic evaluation.

Crisis
Intervention
Service

Crisis Intervention Service includes a short-term (not greater than 14
days) placement in a therapeutic group home or youth shelter home
when intervention and short-term placement are necessary to avoid
escalation and acute care admission. If there is indication a higher
level of service is necessary, appropriate referrals will be made for the
youth. Crisis Intervention Service allows families who are worn down
and unable to continue coping an opportunity for their youth to
receive this service while continuing to be involved with their youth.

Co-Occurring
Services

Co-Occurring Services are designed to provide assessment/evaluation,
education and treatment for co-occurring mental health and chemical
dependency issues for youth through an integrated approach. Co-
Occurring Services are intended to improve or maintain current levels
of functioning and to reduce further exacerbation of the youth’s
mental health and chemical dependency issues.
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In addition to these services, Montana may offer the following MFP
demonstration services when required by an individual’s plan of care. The benchmark to

serve SED youth have been removed under Montana’s MFP grant.

1. MFP Transition Services
DPHHS will support MFP participants in their transitions by paying one-time

costs assessed as needed to support transitions. These costs may include security
deposits (including first month’s rent), moving expenses, payment toward past bills
affecting ability to meet rental qualifications, set up fees or deposits for utilities or
service access, furniture, other household goods, services needed for health and
safety, and home accessibility adaptations. Transition coordinators can authorize
payment for up to $4,000 of goods and services without prior approval. Transition

services costs can exceed this amount with approval.

Unit of Service: | Unit — consumers can receive more than one unit of transition
service, as defined in their plans of care

Rate: | $2,000

2. Regional Transition Coordinators
Regional transition coordinators will provide supports for consumers’ needs as they
transition from institutions to the community.
e Transition coordinators will work with a team, including the consumer, family
members, institutional providers, discharge planners, peer mentor/advocate,
and community providers (including ClLs) to develop a transition plan and

oversee its implementation.
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e Transition coordinators will coordinate services around the transition,
including the transition services (listed above under demonstration and
supplemental services), such as home modifications, vehicle modifications,
and utility deposits, connecting participants to peer mentors, working with
local housing coordinators, and selecting other MFP demonstration and

supplemental services needed by the consumer to successfully transition.

Unit of Service: | 1 Transition

Rate: | $5,000

3. Companion Services
MFP adult and youth participants and/or family members may be paired, when
appropriate and available, with peers for support before, during, and following their
transitions.

e Peers are persons or family members whose life experience provides
expertise that professional training can’t replicate. Peers will begin
interacting with MFP participants or family members before the transition
occurs, will stay in touch regularly, and work to integrate participants into
the community and provide support to families.

e Montana will partner with Centers for Independent Living, People First,
Area Agencies on Aging, NAMI and other networks statewide to support this
service.

Companion services, as with all services, have a limit within an individual’s plan of

care. The amount of this service approved and provided will vary based on the
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4.

needs of the individual. Companion services cannot be provided by the consumer’s

legally responsible relatives or those family members who normally provide the care.

Unit of Service: | 15 minutes

Rate: | $5.22

Peer Mentor/Advocate

Peer mentors or advocates have a different role than peer companions. More than
socialization, mentors/advocates work with consumers and family members to
introduce them into the culture of disability. A peer mentor/advocate serves as a
consumer advocate and provides consumer information and support from a peer
perspective. Montana will partner with Centers for Independent Living, People
First, and Consumer Direct, Area Agencies on Aging, NAMI, Local Advisory Councils,
Montana Peer Network, Montana Mental Health Association and other networks

statewide to support this service.

Unit of Service: | 15 minutes

Rate: | $7.00

Connecting Information Technology

Montana is a rural/frontier state, with many Montanans living far from services,
neighbors, and family. Montana will be using MFP as an opportunity to increase its
use of technology to connect participants to health services, families, peers, and

social opportunities. If required by the plan of care:
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e Montana may support communication needs including hardware and

associated costs to maintain connectivity or provide enhanced supervision,

monitoring, and diagnostic needs.

e Montana may purchase information technology equipment or software

needed to support medication management.

e Montana will seek out group purchasing for these products and services for

participants.

Connecting Information Technology Purchase

Unit of Service:

1

Rate:

$800

Connecting Information Technology Set Up

Unit of Service:

1

Rate:

$100

Connecting Information Technology Monthly

Unit of Service: | 12

Rate: | S58
Monitoring, Diagnostic Information Technology
Unit of Service: | 1

Rate: | $700

Monitoring, Diagnostic Information Technology Monthly

Unit of Service: | 12

Rate: | $150
Medication Management Technology
Unit of Service: | 1

Rate: | $900

6. Geographic Factor for Provider Travel

Many miles often separate towns in Montana. It is not unusual to drive for 50 miles

to reach the closest town. In order to improve access to services in rural Montana,

the State will use a geographic factor to reimburse providers traveling more than 25
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miles to provide services. This service was not defined under Montana’s MFP grant

due to no way to sustain it once the grant ends.

Unit of Service: | 1 mile (once traveled 25 miles)

Rate: | $0.5

7. Addictive Treatment Services
Montana has limited resources focused on substance abuse, gambling, and other
addictive disorders for adults or children on Medicaid. Individuals with
developmental disabilities, traumatic brain injuries, and cognitive disorders in
Montana have a particular need for these services. Under MFP, the State will
support services to fill this gap. This demonstration service was removed from the

scope of Montana’s MFP grant.

Unit of Service: | Individual: 15 minutes / group: visit

Rate: | Individual: $11.25 / group: $9.00

8. Modifying existing vehicles for accessibility

Transportation is often an obstacle for individuals who are disabled with accessibility

needs to fully engage in employment, recreation, and social activities. Making

modifications to an existing vehicle would be specified in the service plan as

necessary to enable a consumer with accessibility needs to more fully integrate into

the community and to ensure their health, safety and welfare.

Unit of Service: | 1

Rate: | $4,000

9. Transportation supports
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Montana will provide required financial support to individuals needing another
method of accessing transportation beyond a purchased vehicle. If required by the
plan of care:
e MPFP may pay costs associated with licensing, insuring, or maintaining a
vehicle to promote independent vehicle usage.
e The State may provide transportation vouchers to help participants access
public transportation options.
e The State may provide mileage reimbursement to support transportation
needs.
This demonstration service was not defined under Montana’s MFP grant due to
coverage for transportation is already available through the Community First

Choice/State Plan program and through Medicaid waiver.

Licensing, Insuring, Maintaining

Unit of Service: | 1

Rate: | $1,650

Transportation Vouchers

Unit of Service: | 1 trip

Rate: | $12.16

Mileage Reimbursement

Unit of Service: | 1 mile

Rate: | S0.5

10. Overnight or Enhanced Staffing and Supervision
MFP participants living alone and needing supervision can have overnight or
enhanced staffing to help support the transition for a limited time. Overnight or

enhanced staffing supervision will be provided based on individual needs defined in
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the plan of care. Generally this service will be available for 30 to 45 days, unless

extenuating circumstances warrant a longer timeframe.

Unit of Service: | 1 night

Rate: | $40

Montana may offer an additional demonstration service in future years of the

Community Choice Partnership MFP demonstration project. Montana plans to develop

a Community First Choice service package, including personal assistance and additional

services are currently part of Montana’s State plan. The State intends to include this as

a demonstration service once the analysis is complete and the service is better defined.

This will allow Montana to see how best to bundle these services in a future Community

First Choice State Plan amendment.

Below are tables outlining services for each participant group. MFP participants

will be enrolled in a waiver or State Plan program upon entry into the MFP

demonstration. These qualified services are listed as ‘QS’; demonstration services are

marked as ‘DS’.

Big Sky Waiver for Individuals who are Elderly or Physically Disabled

Services QS | DS Unit Rate

Adult Day Health X 15 minutes $2.04

Case Management X 15 minutes $14.45
1 month (based on $274.97
$8.87/day)

Case Management plus Supported X 1 month (based on $531.65

Living Coordination $17.15/day)

Community Supports Services — X 15 minutes $5.22

Bonanza Option*

Community Supports Services — X 1 mile $0.51

Transportation Miles Bonanza Option
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Services QS | DS Unit Rate

(Bonanza is the self-direction within

the Big Sky Waiver)*

Community Transition Services X Service $2,000

Consultative Clinical and Therapeutic X Service $350

Services

Consumer Goods and Services — X Service or item $500

Bonanza Option*

Day Habilitation X 1 day $74.20

Environmental Accessibility X Service $4,000

Adaptations — Home Modification

Family Training and Support X 15 minutes $7.86

Financial Management Services — X 1 month S160

Bonanza Option*

Health and Wellness X Session $175
Adaptive Recreational Therapy | X Session S55
Exercise Classes X Class $65
Health Club Membership X 1 Month $65
Hippotherapy X Session $45
Wellness Classes X Session S175

Homemaker X 15 minutes $3.20 -

$4.08

Homemaker Chore X Service $250

Independence Advisor — Bonanza X 1 month $160

Option*

Non-Medical Transportation X 1 mile $0.33

1 trip $12.16

Nutrition (Meals) X 1 meal $5.26

Nutrition Classes, Nutritionalist X Session S45.75

Nutrition Counseling, Dietician X Visit S45.75

Occupational Therapy — Evaluation X Visit $54.47

Occupational Therapy — Group X 15 minutes $12.99

Occupational Therapy — Individual X 15 minutes $22.05

Pain and Symptom Management X Session $650
Acupuncture X Session $70
Chiropractic X Session S75
CrainioSacral X Session S70
Hyperbaric Oxygen Therapy X Session Negotiated
Massage Therapy X Session $70
Mind-Body Therapies (i.e. X Session $125
Hypnosis and Biofeedback)

Specialized Nursing Services X Session $70
Pain Mitigation X Treatment $650
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Services QS | DS Unit Rate
Counseling/Coaching
Reflexology X Session $70
Personal Assistance Attendant — X 15 minutes $4.45 —
Agency-Based $4.96
Personal Assistance Nurse Supervision | X 15 minutes $4.45 -
— Agency-Based $4.96
Personal Assistance Attendant — Self- X 15 minutes $3.68—
Directed $4.16
Personal Assistance Oversight — Self- X 15 minutes $3.68 —
Directed $4.16
Personal Assistance Attendant X 1 day $9.74
PERS Rental X 1 month S69
PERS Installation and Testing X Item $100
PERS Purchase X Item $800
Physical Therapy — Evaluation X Visit $49.36
Physical Therapy — Group X 15 minutes $12.99
Physical Therapy — Individual X 15 minutes $22.05
Post Acute Rehabilitation — X 1 day $717.09
Community Residential Habilitation
Post Acute Rehabilitation — X 1 hour $95.61
Comprehensive Day Treatment
Prevocational Services X 1 hour $7.24
Private Duty Nursing — LPN X 15 minutes $6.87
Private Duty Nursing — RN X 15 minutes $8.14
Registered Nurse Supervision X 15 minutes $11.25
Residential Habilitation — Assisted X 1 day $70.65
Living Facilities and Adult Foster Home
Res Hab — Residential Hospice X 1 day $S80
Res Hab — Child Foster Care X 15 minutes $100.80
Res Hab — Group Home X 1 day $145.91
Res Hab — TBI-AR X 1 day $100.80
Respiratory Therapy Procedures X 15 minutes $8.14
Respiratory Therapy X Visit $25
Respite Care X 15 minutes $3.20—
$4.08
Respite Care — Assisted Living and X Day $161.75
Adult Foster Care
Respite Care — Hospital X Day $360
Respite Care — Nursing Facility X Day Medicaid
rate
Senior Companion X 15 minutes $1.25
Specialized Child Care for Children X 15 minutes $5.22
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Services QS | DS Unit Rate
Specialized Medical Equipment and X ltem $2,000
Supplies
Specially Trained Attendant X 15 minutes $5.22
Specially Trained Attendant — LPN X 15 minutes $6.87
Specially Trained Attendant — RN X 15 minutes $8.14
Speech Therapy — Evaluation X Visit $114.20
Speech Therapy — Group X 15 minutes $18.34
Speech Therapy — Individual X 15 minutes $56.05
Supported Employment X 15 minutes $12.12
Supported Living X 1 day $213.20
Vehicle Modification X Service $4,000
Addictive Treatment Services — Group X | Visit S9
Addictive Treatment Services — X | 15 minutes $11.25
Individual
Companion Services X | 15 minutes $5.22
Connecting Information Technology — X | Item $800
Purchase
Connecting IT — Set Up X | Service $100
Connecting IT Monthly X | 1 month $58
Connecting IT — Medication X | Item $900
Management Technology Purchase
Connecting IT — Monitoring, X | Item $700
Diagnostic Information Technology
Purchase
Connecting IT — Monitoring, X | 1 month $150
Diagnostic Information Technology
Monthly
Geographic Factor for Travel X | 1 mile $0.50
MFP Transition Services X | Unit $2,000
Overnight and Enhanced Staffing X | 1 night S40
Peer Mentor/Advocate X | 15 minutes S7
Regional Transition Coordinators X | 1 transition $5,000
Transportation Supports — Licensing, X | Service $1,650
Insuring, Maintaining
Transportation Supports — X | 1trip $12.16
Transportation Vouchers
Transportation Supports — Mileage X | 1 mile $0.50

Reimbursement

Waiver for Individuals with Severe Disabling Mental lliness
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Services QS | DS Unit Rate
Adult Day Health X 15 minutes S2.04
Case Management X 1 day $10.17
Community Transition Services X Service $2,000
Day Habilitation X 1 day $74.20
Habilitation Aide X 1 hour $18.08
Health and Wellness X Session S175
Adaptive Recreational Therapy | X Session $55
Exercise Classes X Class S65
Health Club Membership X 1 Month S65
Hippotherapy X Session $45
Wellness Classes X Session $175
Homemaker X 15 minutes $4.08
Homemaker Chore X Diem $250
lliness Management Recovery X 45-50 minutes $52.63
Nutrition (Meals) X 1 meal $5.26
Nutrition Classes, Nutritionalist X Session $45.75
Nutrition Counseling, Dietician X Visit $45.75
Occupational Therapy — Evaluation X Visit $54.47
Occupational Therapy — Group X 15 minutes $12.99
Occupational Therapy — Individual X 15 minutes $22.05
Pain and Symptom Management X Session $650
Acupuncture X Session $70
Chiropractic X Session S75
CrainioSacral X Session S70
Hyperbaric Oxygen Therapy X Session Negotiated
Massage Therapy X Session $70
Mind-Body Therapies (i.e. X Session $125
Hypnosis and Biofeedback)
Specialized Nursing Services X Session $70
Pain Mitigation X Treatment $650
Counseling/Coaching
Reflexology X Session $70
Personal Assistance Attendant X 15 minutes $4.96
1 day $9.74
Personal Assistance Nurse Supervision | X 15 minutes $4.96
PERS Rental X 1 month S69
PERS Installation and Testing X ltem $100
PERS Purchase X Item $800
Prevocational Services X 1 hour $7.24
Private Duty Nursing — LPN X 15 minutes $6.87
Private Duty Nursing — RN X 15 minutes $8.14
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Services QS | DS Unit Rate
Psychosocial Consultation (extended X 15 minutes $12.92
state plan services)
Registered Nurse Supervision X 15 minutes $11.25
Residential Habilitation — Assisted X 1 day $71.67
Living Facilities and Adult Foster Home
Residential Habilitation — Group Home | X 1 day $145.91
Respiratory Therapy Procedures X 15 minutes $8.14
Respite Care X 15 minutes $4.08
Respite Care — Assisted Living X Day $158.78
Respite Care — Nursing Facility X Day Medicaid
rate
Specialized Medical Equipment and X ltem $2,000
Supplies
Specially Trained Attendant X 15 minutes $5.22
Supported Employment X 15 minutes $12.12
Supported Living X 1 day $213.20
Transportation — Miles X 1 mile $S0.33
Transportation — Trip X 1 trip $12.16
Wellness Recovery Action Plan X Registration $142.34
Companion Services X | 15 minutes $5.22
Connecting Information Technology — X | Item $800
Purchase
Connecting IT — Set Up X | Service $100
Connecting IT Monthly X | 1 month $58
Connecting IT — Medication X | ltem $900
Management Technology Purchase
Connecting IT — Monitoring, X | ltem $700
Diagnostic Information Technology
Purchase
Connecting IT — Monitoring, X | 1 month $150
Diagnostic Information Technology
Monthly
Geographic Factor for Travel X | 1 mile $0.50
MFP Transition Services X | Unit $2,000
Overnight and Enhanced Staffing X | 1 night S40
Peer Mentor/Advocate X | 15 minutes S7
Regional Transition Coordinators X | 1 transition $5,000
Substance Use Related Disorders — X | Visit S9
Group
Substance Use Related Disorders X | 15 minutes $11.25
Counseling — Individual
Transportation Supports — Licensing, X | Service $1,650
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Services QS | DS Unit Rate
Insuring, Maintaining
Transportation Supports — X | 1trip $12.16
Transportation Vouchers
Transportation Supports — Mileage X | 1 mile $0.50
Reimbursement
Vehicle Modification X | Service $4,000
Waiver for Individuals with Developmental Disabilities
Services QS | DS Unit Rate
Adaptive Equipment X ltem Actual cost +
admin
Adult Companion X 1 hour $17.90
Adult Foster Support X 1 month $639.50-
$3,973.76
Assisted Living X 1 month Medicaid rate
Board Certified Behavior Analyst X 1 hour $52.17
Caregiving Training and Support X 1 hour $46.70
Community Transition Services X Cost $2,000
Day Habilitation X 1 day Staff hrs x
$13.07-513.66
+5$6.37-57.93
consumer pd
Dietician X 1 hour $56.48
Environmental X ltem Actual cost +
Modification/Adaptive Equipment admin
Individual Goods and Services X Cost Actual cost +
admin
Homemaker X 1 hour $17.90
Live-in Caregiver X Cost Varies
Meals X 1 meal S5
Occupational Therapy X 1 hour $80.76
Personal Care X 1 hour $17.90
Personal Supports X 1 hour $17.90
PERS X Cost Actual cost +
admin
Physical Therapy Services X 1 hour $80.76
Private Duty Nursing — LPN X 1 hour $27.48
Private Duty Nursing — RN X 1 hour $32.56
Psychosocial and Counseling X 1 hour $56.42
Services
Residential Habilitation — X 1 day Staff hrs x
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Services QS | DS Unit Rate
Residential Community Home $17.74-S25.16
Residential Habilitation — Children’s | X 1 day Staff hrs x
Group Home $20.55-521.46
Residential Habilitation — Supported | X 1 hour $19.94-527.54
Living 1 month $598.10 —
$897.15
Residential Habilitation — X 1 hour $19.81-527.39
Residential Training Supports
Respiratory Therapy Procedures X 1 hour $34.29
Respite Care X 1 hour $13.48
1 month Monthly fee +
15%
Respite Care — Assisted Living X Day $158.78
Respite Care — Nursing Facility X Day Medicaid rate
Speech Therapy Services X 1 hour $56.06
Supported Employment X 1 month $353.01-
$1,042.22
1 hour, exception $33.62
rate
Supports Brokerage X 1 hour $25.85
Transportation — Miles X 1 mile State Plan rate
Transportation — Week X 1 week $0.803/indiv
$0.4015/group
Transportation — Month X 1 month State Plan rate
WCCM — Waiver-funded Children’s X 15 minutes $15.45
Case Management
Addictive Treatment Services — X | Visit S9
Group
Addictive Treatment Services — X | 15 minutes $11.25
Individual
Companion Services X | 15 minutes $5.22
Connecting Information Technology X | Item $800
— Purchase
Connecting IT — Set Up X | Service $100
Connecting IT Monthly X | 1 month S58
Connecting IT — Medication X | Item $900
Management Technology Purchase
Connecting IT — Monitoring, X | Item $700
Diagnostic Information Technology
Purchase
Connecting IT — Monitoring, X | 1 month $150
Diagnostic Information Technology
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Services QS | DS Unit Rate
Monthly
Geographic Factor for Travel X | 1 mile $0.50
MFP Transition Services X | Unit $2,000
Overnight and Enhanced Staffing X | 1 night $40
Peer Mentor/Advocate X | 15 minutes S7
Regional Transition Coordinators X | 1 transition $5,000
Transportation Supports — X | Service $1,650
Licensing, Insuring, Maintaining
Transportation Supports — X | 1trip $12.16
Transportation Vouchers
Transportation Supports — Mileage X | 1 mile $0.50
Reimbursement
Vehicle Modification X | Service $4,000
State Plan Program for Youth with Severe Emotional Disturbance
Services QS | DS Unit Rate
Co-Occurring Services X Visit $123.50
Consultative Clinical and X Consultation S80-$120
Therapeutic Services
Crisis Intervention Service X 1 day (cannot $200
exceed 14 days)
Education and Support Services X Session $75
Family Support Specialist 15 minutes S14
Geographic Factor for Travel X 1 mile $0.50
In-Home Therapy X Visit $110
Non-Medical Transportation X 1 mile $0.33
Peer-to-Peer Services — to parent X 15 minutes S11
Peer-to-Peer Services — to youth X 15 minutes S10
Respite Care X 15 minutes $5.32
1 day $200
Specialized Evaluation Services X Evaluation with Actual cost
consultation (51,500
cap/enrollmen
t year)
Supplemental Supportive Service X Service Actual cost
(51,000
cap/enrollmen
t year)
Wraparound Facilitation X 15 minutes $15
Addictive Treatment Services — X | Visit S9

Group
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Services Qs | DS Unit Rate
Addictive Treatment Services — X | 15 minutes $11.25
Individual
Companion Services X | 15 minutes $5.22
Connecting Information X | Item $800
Technology — Purchase
Connecting IT — Set Up X | Service $100
Connecting IT Monthly X | 1 month $58
Connecting IT — Medication X | ltem $900
Management Technology Purchase
Connecting IT — Monitoring, X | ltem $700
Diagnostic Information Technology
Purchase
Connecting IT — Monitoring, X | 1 month $150
Diagnostic Information Technology
Monthly
Overnight and Enhanced Staffing X | 1night $40
MFP Transition Services X | Unit $2,000
Peer Mentor/Advocate X | 15 minutes $7.00
Regional Transition Coordinators X | 1 transition $5,000
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B.6 Consumer Supports

Montana’s MFP demonstration project model is consumer-driven. Participants
and their family members will be involved in all key MFP processes including assessment,
care planning, transitioning, supervising and determining the effectiveness of existing
services and supports, and revising of plans of care. The transition team will ensure that
participants have access to the assistance and support that is available under the
demonstration including back-up systems and supports, and supplemental support

services in addition to the usual HCBS package of services.

Description of Educational Materials

The informational packet, described in Section B.3, will contain educational
materials about the procedures for participants to access needed assistance and
supports. All potential participants will receive a copy of this packet, and portions will

also be used for training.

Description of 24-Hour Back Up Systems
Participants will develop 24-hour back up systems with their case management
team. Transition team members will participate in the development of back-up plans,
which must be developed before a consumer transitions to the community. Plans will
vary based on the target population.
e Clients with developmental disabilities transitioning from MDC have 24-
hour on call staff immediately upon transition. As DD consumers begin

participating in MFP, many will transition to supported living environments,
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which also have 24-hour staffing. Consumers with developmental disabilities
will also develop 24-hour back up plans to ensure participants have
uninterrupted access to critical services and supports.

¢ Youth with SED transitioning from PRTFs have a crisis plan developed upon
discharge home in conjunction with their wraparound team. Crisis plans are
individualized and specific to the youth and family. The plans are informed
by a functional behavior assessment inclusive of youth and families. If the
plan doesn’t work in crisis, it is modified. This population is removed from
Montana’s MFP benchmarks effective June 2016.

e Participants with SDMI develop a Wellness Recovery Action Plan (WRAP)
with their case management team, which lays out specifically what a
consumer needs in a crisis. People listed in the plan are notified and have a
copy of the plan. A copy of the plan is included in Appendix F-2.

e Participants who are elderly or physically disabled transitioning from a
nursing facility will develop a back-up plan with their case management team.
In addition, all consumers will have a PERS to provide 24-hour back-up
support if needed.

The 24-hour back-up plans for all populations will address issues of

transportation, direct service workers, repair, replacement, and loan equipment for

durable medical equipment or adaptive technology, and access to medical care.

Participants with Developmental Disabilities
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Consumers with developmental disabilities will develop a 24/7 back up plan with
their transition team, including their targeted case manager. These plans will include
three levels of back up:

i) Contracted agency back up

ii) Personal support structure

iii) Emergency back up

Clients with developmental disabilities or their families will primarily rely on
contracted agency staff for 24/7 back up. Agencies contracted with the Developmental
Disabilities Program are required to have 24-hour staffing. Participants self-directing
services are able to access these back up services, and specific agencies will be identified
in back up plans.

Consumers with developmental disabilities will also identify one or more
individuals within their personal support structure who may provide back-up services
and supports to them in their back up plans. These individuals should live close to the
participant and be knowledgeable about her/his needs. The case management team
will discuss the plan with the designated back-up supports.

If other options fail, MFP participants will be able to seek help through
emergency response systems. Consumers will also be able to access assistance for
abuse, neglect, and exploitation through the State’s Adult Protective Services (APS) and
Child Protective Services (CPS) phone lines. There is a statewide CPS toll free telephone

number available 24-hours a day that receives and triages reports. Cases opened by
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APS or CPS will be investigated until a safe resolution for the consumer is made. These

toll free numbers are widely published across the State.

All consumers are advised to call 911 in the event of a crisis where health or

safety is in immediate jeopardy.

Participants who are Elderly, have Physical Disabilities, or have Severe Disabling Mental
llIness

MFP participants who are elderly, physically disabled, or have SDMI will develop
a 24/7 back up plan with their transition team, including their case management teams.
These plans are personalized based on consumer needs and supports available to each
consumer, and will generally include four levels of back up:

i) Primary back up support structure

ii) Secondary supports and services available through informal support network

iii) Personal emergency response system

iv) Emergency back up

Consumers will identify primary back-ups for all critical supports and services in
their plans of care. Primary back-ups will include provider agencies and individuals who
have been engaged to provide critical, emergency, and back-up services and supports.
Montana requires agency-based providers to ensure continuity of care by providing
coverage for no-shows and other unexpected changes in planned service delivery for
critical needs. This provides 24-hour back up for direct service workers.

In back-up plans, consumers will identify one or more individuals within their

personal support structure who may provide back-up services and supports to them in
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the event that other back-ups fail. These individuals should live close to the participant
and be knowledgeable about her/his needs. The case management team will discuss
the plan with the designated back-up supports.

All MFP participants who are elderly, physically disabled, or have SDMI will be
provided a Personal Emergency Response System (PERS). When a participant uses the
emergency button on a PERS, an immediate responder connects to the consumer via a
speaker installed in the individual’s home. Based on the consumer’s response to
guestions, the responder contacts the appropriate supports. The consumer provides
names and contact information of people to be contacted in the event of PERS
activation when the unit is installed. When necessary, the responder can also contact
911 on behalf of the individual.

If other options fail, MFP participants will be able to seek help through
emergency response systems. Consumers will also be able to access assistance for
abuse, neglect, and exploitation through the State’s APS and CPS phone lines. Cases
opened by APS or CPS will be investigated until a safe resolution for the consumer is
made. These toll free numbers are widely published across the State.

All consumers are advised to call 911 in the event of a crisis where health or

safety is in immediate jeopardy.

Participants with Serious Emotional Disturbance (PRTF)

This population has been removed from Montana’s MFP benchmarks effective
June 2016 due to CMS budget reallocation. MFP participants with SED will develop a

24/7 back up plan with their transition team, including their wraparound facilitators.
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The 24/7 back up plan is included in their crisis plan, which includes the following three
elements:

i) Primary back up support structure

ii) Secondary supports and services available through informal support network

iii) Emergency back up

Consumers, family members, and the wraparound team will identify primary
back-ups for all critical supports and services in their plans of care. Primary back-ups
will include provider agencies and individuals who have been engaged to provide critical,
emergency, and back-up services and supports. Montana requires agency-based
providers to ensure continuity of care by providing coverage for no-shows and other
unexpected changes in planned service delivery for critical needs. This provides 24-hour
back up for direct service workers.

In back-up plans, consumers and families will identify one or more individuals
within their personal support structure who may provide back-up services and supports
to them in the event that other back-ups fail. These individuals should live close to the
participant and be knowledgeable about her/his needs. The wraparound facilitator will
discuss the plan with the designated back-up supports.

If other options fail, MFP participants will be able to seek help through
emergency response systems. Consumers will also be able to access assistance for
abuse, neglect, and exploitation through the State’s CPS phone lines. There is a

statewide CPS toll free telephone number available 24-hours a day that receives and
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triages reports. Cases opened by CPS will be investigated until a safe resolution for the
consumer is made. These toll free numbers are widely published across the State.

All consumers are advised to call 911 in the event of a crisis where health or
safety is in immediate jeopardy.

Based on information from the 2012 MFP conference, the State will explore the
possibility of implementing a 1-800 number to triage 24/7 backup calls. This number
would serve all MFP participants.

Integrated into the back-up planning process is the risk assessment and
mitigation planning. The transition team will assess risks for each participant in a
consensus process led by the consumer and family with involvement from providers,
staff, and discharge planners. Each program will use its own risk assessment forms and
mitigation processes, which are currently in place. The identified risks and mitigation
approaches will be reflected in the 24-hour back-up plan.

Montana will evaluate the effectiveness of emergency back-up plans through its
guality management system. The State will require consistent reporting from the case
management teams working with the targeted MFP populations, as well as the agency
and emergency response back-ups. This will support consistent data to assess the
effectiveness and reliability across the spectrum of approaches and teams. The data will
inform ongoing quality improvement to back-up plans. These reporting requirements
will be in place before MFP transitions begin.

Transition coordinators and case managers will also monitor individual

participant’s usage of back-up systems. Frequent usage may indicate the consumer’s
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service providers and supports are not functioning well, and the plan of care may need

to be modified.

Grievance and Resolution Process for Back-Up System Failures

MFP participants can file grievances about the failure of backup systems in
multiple ways. They can: 1) file grievances with their provider or case management
agency; 2) call the Citizens’ Advocate 800 number or the Department; or 3) submit
complaints through the Medicaid consumer hotline. All grievances about back-up
system failures will be integrated into the quality management system. The State will
monitor provider performance and identify program improvement strategies, when
necessary, based on this data. This quality assurance analysis will occur at the individual
consumer/provider level, as well as using aggregate data to analyze macro trends across
the State.

Members of the individual’s transition team will assist with the resolution
process. Participants will be instructed to contact their transition coordinator, peer
advocate/mentor, case manager, or other member of their transition team when back-
up systems fail. These individuals will determine the reason for the problem and
develop, along with the participant, improvement strategies to resolve the problem.

Montana will include instructions for reporting 24-hour back up system failures
with the participant information used to supplement the MFP informational packet once
a consumer decides to participate in the demonstration. This information will also be

available on the MFP webpage.
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Additional Consumer Quality Assurances

In addition to a consumer’s plan of care and 24-hour back-up system plan, the
State will also have a risk assessment and mitigation plan and critical incident response
system (CIRS) to ensure quality, health, and safety for MFP participants.

The transition team develops the risk assessment and mitigation plan during the
transition assessment process. The assessment covers: health and medical conditions,
caregiver and support needs, financial situation, legal issues, housing availability,
linkages with medical and health care providers, identification with the transitioning
community, and other factors that may adversely affect the welfare and safety of the
participant. The plan of care will contain a section devoted to measures that address
risk factors and a mitigation plan for each participant. Consumer’s back-up plans will
also reflect identified risks by focusing on service areas or supports deemed particularly
critical or risk prone.

Critical incidents may include abuse, neglect, exploitation, unexpected
hospitalizations, injuries, medication errors, or other incidents negatively impacting a
participant’s health and safety. Transition coordinators, peer advocates/mentors, and
case managers will educate participants about how to recognize a critical incident and
how to respond. Each participant will have a reference guide with names and phone
numbers to use in critical incidences. Each DPHHS HCBS waiver and State Plan program

has a CMS-approved CIRS system that will be used by MFP participants.
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B.7 Self-Direction

Montana offers self-direction opportunities for three of the targeted populations
— 1) consumers who are elderly, 2) consumers with physical disabilities, and 3)
consumers with developmental disabilities not living in a congregate setting. The
current self-direct opportunities will remain the same within the Community Choice
Partnership MFP demonstration project. During the initial assessment, the transition
team will explore the potential participant’s capacity and desire to self-direct her/his
own services. Consumers who are elderly, physically disabled, or have developmental
disabilities wanting to pursue self-direction will have the current self-direct resources
join their transition teams. This may be an independence adviser (for consumers who
are elderly or physically disabled), or a support broker (for consumers with
developmental disabilities). These individuals will work with the consumer and others
are on the transition team to develop the plan of care. However, the State anticipates
that none of the transitioning consumers with developmental disabilities will be eligible
for self-direction.

Montana’s Bonanza option under the Montana Big Sky Waiver for consumers
who are elderly or physically disabled is a consumer-directed model where participants
plan and direct their own care, and are also responsible for budgeting and spending.
The provider agency is the legal employer, and the consumer serves as the managing
employer. One unique feature of the program is that consumers can pay legally
responsible individuals for care up to 40 hours per week. Montana offers training for

consumers selecting self-directed care to support them in managing their care
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successfully. Participants receive initial training where they are assisted in selecting a

certified independence advisor. Consumers will work with independence advisors to:

10.

11.

Learn how to successfully self-direct services.

Develop a person-centered Service Plan.

Access waiver services, Medicaid State Plan services, and other needed
medical, social or educational services regardless of funding source.
Develop, implement, and monitor a monthly spending plan.

Identify risks and develop a plan to manage those risks.

Develop an individualized emergency backup plan.

Make allowable purchases and ensure those purchases are listed in the
spending plan.

Negotiate payments for necessary and allowable goods and services.

Work with the financial manager to track expenditures.

Monitor the provision of the services to ensure the consumer’s health and

welfare.

Coordinate with the financial manager to ensure that consumers or personal

representatives budget appropriately to meet their needs as defined in the

service plan.

Consumers and independence advisors interact routinely with a certified

financial manager, also selected by the consumer. The financial manager will: 1)

complete all necessary payroll and employment forms; 2) report and pay payroll tasks;
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3) monitor and manage the spending plan; 4) certify and enroll the independence
advisor; and 5) monitor spending in the services and supports plan.

The waivers and State Plan program services that do not explicitly include self-
directed services emphasize consumer choice and control through their inclusive
approach to case management. MFP will continue and grow consumer control by
having consumers and families as integral components to transition teams. Consumers
and families will have control and choice in the demonstration and supplemental
services comprising their plans of care.

Current self-direction forms from the approved Big Sky waiver are included in

the appendices.

Voluntary Self-Direction Termination

Consumers choosing to self-direct may opt out of this option at any time, and
receive agency-based services under the traditional model of service delivery.
Consumers would notify their independence advisor, who works with others as
appropriate to coordinate services and supports to ensure no break in vital services and
a timely revision of the service plan. The consumer will participate in a planning
meeting to determine precisely what the individual wants with their resource allocation
in a traditional model of service delivery.

The case manager or independence advisor will record the reason for the return
in the quality management database. The MFP project team will analyze the data and
look for opportunities to improve Montana’s self-direction programs through additional

training and supports.
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Under no circumstances will ongoing services be reduced or terminated if an

individual seeks a new provider or a traditional service delivery model.

State Termination of Self-Direction

The State will intervene when the quality management system or other source
identifies an instance where the participant-directed option is not in the best interest of
the consumer because of a health or safety issue posing an undue risk to the consumer
or others. The team will develop and implement a corrective action plan to address the
presenting issues, including additional training or change of a personal/authorized
representative. If the prescribed interventions do not ameliorate the situation, the
consumer will be informed in writing of the plan to transfer to the traditional provider
managed service delivery model. This could occur due to failure to follow self-direct
policies, mismanagement of the individual budget or failure to participate in the
planning of their services. The independence advisor will ensure that no break in vital
services and a timely revision of the service plan occurs. The consumer may appeal this

decision by requesting a fair hearing through the DPHHS Fair Hearing process.

State Self-Direction Goal

Less than 2% of Montana’s Big Sky Waiver and approximately 8% of waiver
consumers with developmental disabilities opt for self-directed care. The State believes
that none of the MFP participants with developmental disabilities will use self-direction
because of their care needs and the fact that most, if not all, will reside in congregate

settings. If the two percent rate remains the same under the Community Choice
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Partnership MFP demonstration project, that means five people of the total MFP
population of 235 will use self-direction.

Montana would like to see this figure increase to address the growing care gap in
the State. An obstacle to further self-direction expansion under the Big Sky Waiver has
been training capacity. The State will address this issue under the Community Choice
Partnership MFP demonstration project by implementing a new training approach. The
MFP project director will conduct an analysis of available training approaches within the
first year of the project. One possibility is the consumer-directed training series from
the Vocational Rehabilitation Institute in Pennsylvania. Expanding Montana’s training
approach beyond in-person training will support more individuals in successfully self-
directing their care. Montana’s goal is to have 8% of the participants who are elderly or
physically disabled self-directing their care by 2016. The State plans to place further
increase the number of participants self-directing using the following approaches:

e Implementing a State Plan option under Community First Choice, which will
focus on increasing self-direction.

e DDPis implementing a standalone self-direction waiver for individuals with
developmental disabilities, which should take effect in July 2013. DDP is
planning to further promote self-direction under this waiver.

e The Senior Long Term Care (SLTC) Division is reevaluating how to promote self-
direction within the Big Sky Waiver for consumers who are elderly or physically

disabled.
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e The Addictive and Mental Disorders Division (AMDD) plans to put self-direction

in place by 2016.

Although the SDMI waiver and the 1915(i) State Plan program do not explicitly
have self-direction at this point, both include significant consumer involvement through
the WRAP and wraparound approaches employed.

Additionally, some SDMI, DD, and Big Sky Waiver consumers not self-directing
under the waiver do in fact self-direct under the State Plan Personal Assistance Services

program.
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B.8 Quality

DPHHS is responsible for the oversight and evaluation of the Community Choice
Partnership MFP demonstration project. The quality management system will be used
in conjunction with the HCBS 1915c waivers and 1915i State Plan program quality
assurances. Montana will also conduct oversight to ensure the Community Choice
Partnership MFP demonstration complies with federal assurances and other federal
requirements.

Under current processes, the Department staff performs announced quality
assurance reviews. The purpose of the review is to ensure that optimal services are
being provided to consumers and that program rules and policies are being followed.
Quality assurance results are used to improve the programs and services and confirm
that case management teams are meeting the requirements of their contract with the
Department. The quality assurance review is divided into four components:

1. CMS Quality Assurance Performance Measures: A quarterly report
completed by the case management team, which documents compliance
with federal assurances and remediation efforts when necessary.

2. Provider Prepared Standards: A documentation process where the case
management team provides information to demonstrate compliance with
specific Department standards. This report is completed prior to the onsite
review at the request of the Department staff.

3. On-going Oversight Review Standards: Department standards, which are

reviewed and addressed on an on-going basis.
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4. Performance Review Standards: Department Performance Standards, which

are addressed via a review of records.

1915c¢ Waiver and 1915i State Plan Program Integration

All MFP participants will be enrolled in an HCBS waiver or State Plan program
during their demonstration participation, and fall within the purview of quality
assurance and improvement activities as defined in Montana’s 1915c waiver and 1915i
State Plan program applications.

The MFP project will ensure quality of care offered under the Community Choice
Partnership MFP demonstration collaboratively with SLTC, AMDD, DSD, and Disability
Transitions, along with BFSD and TSD. Montana’s MFP demonstration project will use a
memorandum of understanding (MOU) to outline how quality work will be coordinated
across divisions. There will be a designated person in each of the programs who will
work with the MFP director and assistant director to coordinate around and resolve
quality issues. Each program will be responsible for the analysis based on consistent
factors/metrics, and then meet at least quarterly to discuss findings, or more often if
necessary. The State anticipates meetings to be more frequent at the beginning of MFP
implementation.

All programs include either a case management team or a case management-like
team. These teams in each of the program areas will manage quality processes.

e DDP uses targeted case management
e SLTC uses case management teams

e AMDD uses case management teams
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e CMHB uses wraparound facilitators, who function similarly to case managers.
This population has been removed from Montana’s MFP benchmarks.
Montana will flag MFP participants in the MMIS to ensure they are included in

the quality sampling process. Additionally, the State will ensure the MFP transition
coordinators are trained in quality processes to retain the current level of quality

oversight.

1915b, State Plan Amendment, or 1115 Waiver
Montana will not be using existing 1915b, State Plan Amendment, or an 1115

waiver to serve individuals during or after the MFP transition year.

1915c¢ Waiver and 1915i State Plan Assurances

The Quality Improvement System under the Community Choice Partnership MFP
demonstration is identical to the ones implemented through existing 1915c waivers
program. These meet CMS assurances regarding:

e Level of care determinations

e Service plan description

e |dentification of qualified HCBS providers for participants being transitioned

e Health and welfare

e Administrative authority

Supplemental Demonstration Services Quality Assurances
Montana is not proposing any supplemental demonstration services within its

MFP demonstration project.
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Additional MFP Quality Assurance Requirements

Descriptions of the three additional MFP quality assurance requirements — 1)
24/7 back up system for critical services, including monitoring of its usefulness and
effectiveness; 2) risk assessment and mitigation process for all program participants,
including monitoring; and 3) incident management system used to monitor health and
welfare of the MFP participants back up plans — are included under the Consumer

Supports section (B.6) of this operational protocol.
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B.9 Housing

Housing is one of the largest obstacles to individuals transitioning to community
settings in Montana. Because of this, the Community Choice Partnership MFP
demonstration project is expending a significant effort to increase the availability of
affordable, accessible housing. The role of the State housing coordinator will be critical
in growing a collaborative relationship with the Department of Commerce to support

the breadth of work outlined in this area.

Process for Documenting Type of Residences to which Participants Transition

The State housing coordinator will train and work with regional transition
coordinators to connect MFP participants with housing in a qualified residence.
Montana developed a checklist for regional transition coordinators to use to verify that
each MFP participant is moving into an MFP qualified residence. Regional transition
coordinators will use a centralized housing registry to assist with placements and track
where each participant moves upon transition.

The State housing coordinator is responsible for collaborating with local Public
Housing Agencies, developers, contractors, landlords, congregate living providers, and
DPHHS licensing to populate the centralized registry. This registry will serve as a tool to
identify residential opportunities statewide. Regional transition coordinators may assist
with this local housing work.

Once a transition coordinator successfully places an MFP participant, she/he will
record the type of qualified residence and the funding mechanism for that placement in

the housing registry. The State housing coordinator and the Department will be able to
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qguery the registry to see how many MFP participants live in each type of qualified
residence.

Montana’s Community Choice Partnership MFP demonstration project focuses
on a wide spectrum of targeted groups coming from varied institutional settings.
Because of this, Montana has a large number of qualified residences into which MFP
participants may transition, including:

1. Homes owned, leased, or rented by individuals or families.

2. Apartments owned, leased, or rented by individuals or families. Apartments

may include shared service delivery options, public housing, and Housing
Choice Voucher Section 8.
3. Assisted living facilities meeting the MFP qualified residence criteria of:’
a. Having a lease or lease-like agreement
b. Must be an apartment containing living, sleeping, bathing, and
cooking areas
¢. Having lockable access and egress
d. Not requiring services be provided as a condition of tenancy or from a
specific company for services available in addition to those included
in the rate
e. Not requiring notification of absences from the facility

f. Having a common practice of aging in place

5 These criteria are subject to change based on CMS regulations.
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g. Not reserving the right to assign apartments or change apartment
assighments

These requirements can be modified to support a participant’s plan of care.

4. Developmental Disabilities group homes with four or fewer unrelated
individuals residing together.

5. Adult foster homes with four or fewer unrelated individuals residing
together.

6. Youth foster homes with four or fewer unrelated individuals residing
together.

7. Children’s mental health group homes with four or fewer unrelated
individuals residing together.

8. Adult mental health group homes with four or fewer unrelated individuals
residing together.

9. Adult Intensive Community Based Rehabilitation Homes (ICBR) with four or

fewer unrelated individuals residing together.

Methods to Ensure Sufficient Supply of Qualified Residences

Existing or planned inventories and/or needs assessments of accessible and affordable
housing

Affordable, accessible housing is one of the largest barriers for institutionalized
consumers to return to community settings in Montana. A large percentage of the
residential settings that have historically been used for transitions in the State do not

meet MFP qualified residence requirements. Individuals transitioning from nursing
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facilities have primarily (68%) transitioned into assisted living facilities, with the
remaining 33% moving to homes or apartments independently or with family members,
or to adult foster homes. The State modifies approximately 15 homes and apartments
annually to increase accessibility for consumers transitioning from facilities. Individuals
with developmental disabilities generally transition to Developmental Disabilities group
homes or home to families. In Montana, many existing DD group homes have more
than four unrelated people exempting caregivers living together. Very few individuals
with SDMI have transitioned from nursing facilities or IMDs. Consumers that have
transitioned generally moved to adult mental health group homes or ICBRs.

While Montana does not have a precise inventory of accessible homes and
apartments, it knows that the supply is limited. Less than 20% of homes in the State
have, as a minimum standard, an accessible entrance (Seekins, Traci, Ravesloot, &
Oreskovich, 2010). The Montana Home Choice Coalition and the State of Montana
Independent Living Council Housing Task Force in collaboration with the Rural Institute of
the University of Montana have made increasing the supply of accessible housing and
promoting a minimum standard of accessibility in all housing-visitability an important goal.
The Accessibility Ambassadors project has focused on both publicly funded housing as well
as privately developed housing. Due to their advocacy, the state of Montana Low Income
Housing Tax Credit (LIHTC), Community Development Block Grant (CDBG), and HOME
Programs recently adopted visitability as their minimum accessibility standard in all funded

housing.
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The availability of affordable housing is a challenge statewide. Long waiting lists
is the norm for subsidized housing of all types. The Montana Department of Commerce
Housing Choice Voucher program currently has over 10,000 households on the waiting
list for 6,500 plus vouchers throughout the State — requiring a wait of 24 months or
more. Other local public housing authority’s Housing Choice Vouchers programs around
the state have similar waiting lists. The wait for a public housing unit depending on unit
size and community is normally a shorter wait of nine months to a year. Access to
affordable and accessible housing varies widely among Montana’s seven tribal
reservations. Affordable housing is particularly challenging to find in eastern Montana,
which has been experiencing a housing shortage because of the recent influx of workers
to the Bakken oil field.

Many developers and landlords do not include accessibility information in their
property listings. A few registries and search engines exist to support individuals
searching for affordable, accessible housing, but landlords only partially participate.
This results in these units remaining vacant, which reinforces the misperception that
there is little unmet need for affordable, accessible units.

Montana’s State housing coordinator will build a centralized housing registry to
document the inventory of affordable, accessible units. The housing coordinator will
work with the Montana Department of Commerce and local Public Housing Authorities
to create and populate this registry. The State will build on the infrastructure of:

http://mthousingsearch.com/ and use the concepts regarding accessibility definition

and search-ability from http://www.socialserve.com/ for the registry. The housing
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coordinator will conduct regional surveys to determine the current inventory and
occupancy of qualified residences statewide as a first step in developing the registry.

Methods to address identified shortages including plans to coordinate with Housing
Finance Agencies, Public Housing authorities and other housing programs

Montana is planning to reinvigorate the work of the Montana Home Choice
Coalition under this grant. This coalition has operated for 12 years, bringing together
the affordable housing and disability communities to collaboratively address housing
affordability and accessibility issues. The coalition brings persons with disabilities and
advocates together with Federal, State, and local housing and services programs,
affordable housing and disability nonprofit providers, State legislators, and
representatives of Montana’s Congressional delegation to create better housing choices
for all Montanans with disabilities.

The Home Choice Coalition has established working relationships within the
affordable housing and disability communities statewide. The coalition has worked to
create community integrated housing opportunities for persons with disabilities across
the age and ability spectrum addressing housing needs related to homelessness,
Olmstead housing, integrated community rental housing, and expanding
homeownership opportunities.

The coalition and the Montana Independent Living Council Housing Task Force
have worked closely together to address issues of both affordability and accessibility. In
the past year, the coalition and Housing Task Force workgroup have fostered a regular
meeting between the Governor’s office, DPHHS, and the Department of Commerce,

Housing Division to work more closely across traditional agency boundaries to better
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address the housing needs of persons with disabilities and better link services to
individuals living in housing.

This working partnership has included working to develop a proposed Housing
Bridge program to use State general funds to pay rental assistance for individuals while
on the waiting list for the Housing Choice Voucher (Section 8). It has also supported the
Department of Commerce and DPHHS in submitting an 811 Reform Demonstration
Rental Assistance grant application. The application was submitted on August 3, 2012.
Montana was notified that the application was successful in February 2013.

The State housing coordinator will lead the work to continue and grow these
collaborations under the Montana Community Choice Partnership MFP demonstration
project. Montana has the advantage of having one statewide public housing authority
in the Department of Commerce. The statewide public housing authority has 13 agents
distributed around the state — mainly Human Resource Development Councils (HRDCs)
and Public Housing Authorities. The centralized housing authority will support easier
collaboration with DPHHS and a State housing coordinator. In addition, Montana has 11
other public housing authorities in communities across the State, as well as seven tribal
housing authorities serving Montana’s seven tribal nations’ reservations.

Specific opportunities for the housing/DPHHS collaboration to address are
included in the following section.

Methods to address identified shortages including strategies to promote available,
affordable, accessible housing

Recent Accomplishments
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A recent success in Montana was passing a requirement for State programs to
adopt visitability for all LIHTC, CDBG, and HOME-funded housing. Montana Disabilities
and Health Program representatives have educated approximately 8,300 consumers,
builders, architects, policy makers, and other housing stakeholders about visitability as
an alternative for home design. This work will help increase the inventory of housing
that can be lived in or visited by individuals with disabilities.

Additionally, the Montana Home Choice Coalition has assisted over 120 persons
with disabilities to become homeowners utilizing new resources such as the Housing
Choice Voucher Section 8 Homeownership option, as well HOME-funded down payment
assistance (as much as $40,000 per household for a family with a disability), and
advantageous mortgage financing with the Montana Board of Housing (including low-
interest Disabled Affordable Accessible Homeownership Program), and USDA Rural
Development. The coalition has also demonstrated the importance of housing in
supporting individuals with severe disabilities transitioning from facilities to community
living. The coalition’s Olmstead Initiative has created over 42 community living
opportunities for persons previously living long-term in State-funded facilities.

Current Work

The State is working on two initiatives currently that will help increase
availability of affordable, accessible housing:

1. The 811 Reform Demonstration Rental Assistance Grant application, if
successful, will bring $2 million in rental assistance to Montanans. The DPHHS/

Commerce workgroup is working with interested project-based housing
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providers to provide housing vouchers with services for extremely low-income
individuals eligible for the HCBS Big Sky waiver and the mental health waiver for
persons with SDMI. This funding would increase the number of integrated,
affordable and accessible rental units available to MFP participants. The grant
application was submitted on August 3" and Montana was notified in February
2013 that the application was successful.
2. Montana has a housing task force working to create a State-funded Housing
Bridge Program. The Housing Bridge Program would use State general funds to
pay rental assistance for individuals while on the waiting list for the Section 8
Housing Choice Voucher. If the bridge program is funded, the MFP State housing
coordinator will work with local Housing Authorities to also have it coordinate
with local housing voucher programs.
Future Strategies
In addition to the two current initiatives, Montana plans to pursue multiple
additional strategies under the leadership of the MFP State housing coordinator to
increase the availability of affordable, accessible housing. The MFP planning
stakeholder advisory council defined the approaches listed below to help obtain this
goal. The State housing coordinator will create an action plan to implement these
strategies upon CMS’ award of the MFP grant. The action plan will prioritize strategies
to ensure the number of affordable, accessible units available meets the demand

created by MFP transitions.
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1. Provide housing search assistance — the regional transition coordinators will
work individually with MFP participants throughout the process of locating and
moving into accessible/affordable housing. The regional transition coordinators,
in conjunction with the State housing coordinator as necessary, will help
participants resolve issues as they arise. The transition coordinators will also
work with the outreach specialists to ensure potential MFP participants know
about the housing assistance they will receive through the Community Choice
Partnership MFP demonstration project.

2. Create and populate centralized housing registry — the State housing
coordinator and regional transition coordinators will work closely with
developers and landlords to develop and populate the housing registry,
incorporating well-defined accessibility information. The State will provide
education and technical assistance to help other housing resources use the
registry.

3. Educate local, State, and Federal officials about housing’s crucial role in
supporting the success of MFP participants as they transition. The State housing
coordinator may invite some members of the Montana legislature to join the
Montana Home Choice Coalition.

4. Work with Tribal housing entities on each reservation to analyze the housing
resources, and identify strategies to increase capacity to support tribal members

remaining close to home.
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5. Request preference in public housing plans for people with disabilities and,
within that subgroup, for individuals transitioning from facilities. This can be
done by:

a. Creating a mandate/legislation that MFP participants move quickly to the
head of the line for the Housing Choice Voucher.

b. Commenting in the Section 8 program to request preference for MFP
participants.

c. Advocate for local public housing authorities to prioritize individuals with
disabilities or transitioning from institutions.

6. Increase 504 requirements — The State housing coordinator will work with
stakeholders to increase the percentage of State-required fully accessible
housing.

7. Obtain homebuyer assistance to help people with accessibility needs. The State
housing coordinator will work to ensure home ownership is part of the menu for
individuals making transitions.

8. Support modifications to existing structures through a funding mechanism. The
housing coordinators can identify creative ways to support housing modification
with local contractors. For example, she/he may find volume savings in bulk
ramp system purchases and work with contractors to install these systems at a
low cost. The Board of Housing could be funded to create a low interest housing

modification program to pay for modifications based on income eligibility.
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9. Reduce housing discrimination through legislation — some landlords do not
want to participate in Section 8 programs. The State of Utah addressed this
discrimination barrier by passing legislation not allowing landlords to
discriminate based on funding source. The State housing coordinator will look at
pursuing a similar strategy in Montana.

10. Conduct outreach regarding universal design concepts — Montana may reach
out to developers and contractors to promote universal design concepts/Smart
Houses. The State housing coordinator will present at annual contracting
conferences. The barrier to increased implementation of these concepts is cost.
Smart Houses add approximately 30% to the cost of a home. The State housing
coordinator will analyze means to offsetting that cost or incentivizing this
building approach.

11. Educate developers about accessibility — Montana needs to define what
accessibility means and then educate developers, contractors, and landlords
about the issue. Centers for Independent Living and the Housing Task Force can
assist with this education.

12. Enforce accessibility requirements — the accessibility requirements need to be
enforced to ensure developers are meeting standards.

13. Offer accessibility tax credits — Montana can encourage increased accessible
private housing by offering tax credits to developers and property owners,
similar to the State of Montana’s energy efficiency tax credit. The State housing

coordinator will explore ways to implement this strategy.
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14. Implement Tenant-Based Rental Assistance (TBRA) program to provide financial
assistance allowing MFP participants subsisting on Supplemental Security
Income (SSI) to pay market rental rates, and remain in the community. Under
the HOME program, tenants would pay 30% of the rent, and TBRA would cover
the remainder. This will be available to MFP participants after they transition
out of the program into waiver services.

15. Expand State Supplement Program to support additional affordable/accessible
housing. Montana supplements SSI payments with State general funds to create
more affordable housing through this program. The Community Choice
Partnership MFP demonstration’s housing efforts can build on this precedent,
perhaps through the TBRA program, or through another means.

16. Address subsidized housing eligibility obstacles including bad credit, bad rental
history, history of damage in previous rental(s), and criminal records. The
regional transition coordinators will need to be able to work through these
issues individually. The State housing coordinator may also come up with
universal approaches to create trust with landlords in these situations.

17. Preserve housing for individuals in institutions — Medicaid does not take
property from individuals in a nursing facility or other institution who express a
desire to return home. However, additional mechanisms may be implemented
to further preserve housing for individuals who are institutionalized including
training of case managers system-wide, early identification, and housing waiting

list placement.
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18. Implement State housing trust fund in combination with LIHTC and other
funding mechanisms (i.e. taxes on real estate transfers and purchases, State
general fund) to increase supply of affordable housing. The State housing
coordinator will work with housing stakeholders to create this fund, and create a
structure prioritizing housing serving transitioning individuals.

19. Include housing information on the Department’s Bridge to Benefits one stop
shop online system, and work with Department of Commerce to include
disability service and eligibility information on Commerce housing websites.

20. Promote smaller group settings with appropriate services and supports for
consumers who generally need to live in larger congregate settings to have their

needs met.
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B.10 Continuity of Care Post-Demonstration

All MFP participants will continue to receive the services they need after the end
of the demonstration period. Montana Community Choice Partnership MFP participants
will receive HCBS waiver or State Plan program services while participating in the
demonstration, and these services will continue as participants exit the demonstration.

Consumers will be reassessed as they exit MFP to determine whether they
continue to meet eligibility criteria and to determine whether changes are needed to
their plans of care. Because participants are already on a waiver or State Plan program,
there will be no lapse in services for MFP demonstration participants and a transition
plan is not required. If a participant’s level of care needs decreased over the course of
the MFP demonstration and she/he is no longer eligible for a HCBS 1915c waiver
program, a transition coordinator or case manager will assist the individual in enrolling
in other State Plan services to support continued care. Disability Transition Services will
offer additional supports to individuals seeking employment after they exit the MFP
demonstration project.

Use of new demonstration services will be assessed during the demonstration to
determine the potential for their inclusion in HCBS waivers and State Plan programs in

the future.

Managed Care Participants

This is not applicable to Montana. The State does not use a managed care model.

HCBS waiver participants
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MFP participants will transition onto HCBS 1915c waivers at the beginning of
their MFP demonstration period, and this eligibility will continue to provide services to
consumers on waivers as they exit the demonstration. The State does not need to
amend its waivers to create slot capacity. Montana has slot capacity within its existing
waiver authorities to serve the estimated number of MFP participants.

SLTC, DSD, and AMDD will amend waivers to incorporate any new demonstration

services successful in meeting consumer needs.

Section 1115 Participants

This is not applicable to Montana.

HCBS State Plan Program Participants

CMHB will be transitioning youth with SED onto its 1915i HCBS State Plan
program as they enter the MFP demonstration. Youth age out of the 1915(i) State Plan
program at age 18, unless enrolled in secondary school. Youth who age out during the
365-day MFP period will be assessed for eligibility and referred to the other MFP-related
waivers (SDMI, DD, Big Sky Waiver) early in the MFP process. Those not eligible for
waivers would be able to receive a reduced package of services under Personal
Assistance Services or Community First Choice programs if Medicaid eligible. Services to
this population have been removed from Montana’s MFP benchmarks.

Montana will also be developing a Community First Choice (CFC) State Plan

option under the MFP program. Individuals transitioning to HCBS Waiver or State Plan
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program services will be guaranteed no disruption in services at the end of their MFP

participation.
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C. Project Administration

DPHHS SLTC is the division responsible for managing the Montana Community
Choice Partnership MFP demonstration project grant. The MFP project team is also
responsible for maintaining relationships with and overseeing the MFP-related work of
the other divisions, bureaus, and other organizations in Montana’s LTSS system involved

in the project.

C.1 Organizational Chart

Because MFP services and supports are modeled on those the target populations
will receive in the HCBS waiver or State Plan program upon exiting MFP, the division or
bureau responsible for the core services for each target population is jointly responsible
for overseeing the demonstration for that population. The chart below depicts the high-
level organizational responsibilities for the target population groups. Services to SED

youth were removed from Montana’s MFP benchmarks effective June 2016.

Figure 4: High-level Responsibility for Target Populations

MFP
Disability, Employment, & SLTC DDP CMHB AMDD
Transitions I I
MR/DD SED Youth Mental
lliness
Physically
Elderly Disabled

The target population-focused division or bureau (SLTC, DDP, CMHB, AMDD, or

Disability, Employment, and Transitions) will be responsible for managing the respective
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local service delivery system. The MFP project director will oversee this work by
analyzing aggregate data to assess overall demonstration project implementation,
operations, and outcomes. The table below outlines the service delivery system per

target population.

Table 13: Local Service Delivery System per Target Population

Population Service Delivery System

Elderly e Case management by Mountain Pacific Quality Health
e Transition coordination by Centers for Independent Living, AAAs,
ADRCs, and case managers
e Demonstration and supplemental services by enrolled providers
Disabled e Case management by Mountain Pacific Quality Health
e Transition coordination by Centers for Independent Living, AAAs,
ADRCs, and case managers
e Demonstration and supplemental services by enrolled providers
MR/DD e Case management by MDC social workers
e Transition coordination by MDC social workers, possibly supplemented
by Centers for Independent Living and ADRCs
e Demonstration and supplemental services by enrolled providers
Mental Case management by Mountain Pacific Quality Health
lliness e Transition coordination by Centers for Independent Living, AAAs,
ADRCs, mental health centers, federally qualified health centers,
community health clinics, and case management teams
e Demonstration and supplemental services by enrolled providers
Care planning by wraparound facilitators
e Transition coordination by State transition coordinator and transition
team including CMHB regional staff and PRTF discharge planners
e Demonstration and supplemental services by providers enrolled as
HCBS providers for youth with SED

SED Youth

The detailed organizational chart below shows the relationship of the MFP
project and the collaborating divisions and bureaus with the participant-facing services.

The chart also demonstrates the relationship of the demonstration project with the
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Medicaid Director and Montana’s Medicaid Agency, the Medicaid and Health Services

Branch.
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Figure 5: Detailed MFP Demonstration Project Organizational Chart
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C.2  Staffing Plan

The Community Choice Partnership MFP Project Director Is A Full Time Position
The job description for the Community Choice Partnership MFP project director
is included in Appendix F-5. This position is 100% dedicated to the MFP demonstration

project.

Number and Title of Dedicated Positions
Montana will fill four positions using administrative funds from the Community
Choice Partnership MFP demonstration project:

1. MFP Project Director
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2. MFP Assistant Director

3. State Transition Coordinator

4. State Housing Coordinator

Percentage of Time for Each Position is Dedicated

Each of the four positions funded through MFP administrative funds will be

dedicated full time to the Montana Community Choice Partnership MFP demonstration

project.

Roles and Responsibilities

The responsibilities of the four MFP full time positions are included in the table

below.
Table 14: MFP Key Staff Roles and Responsibilities
Role Responsibilities
MFP Oversee MFP work and provide strategic guidance
Project Lead project communication and reporting with CMS
Director Lead project communication with SLTC Administrator and Medicaid
Director
Serve as liaison with other DPHHS divisions/bureaus and oversee MFP
work done via these agencies
Manage relationships with facility providers
Manage relationships with individual advocacy/stakeholder groups
beyond Community Choice Partnership MFP stakeholder advisory
council
Coordinate training work
MFP Coordinate Community Choice Partnership MFP stakeholder advisory
Assistant council work with contracted facilitator
Director Create MFP financial reports, working with BFSD and MMIS fiscal

agent contractor

Create and implement project communication plan

Oversee communication/outreach/marketing/education material
creation

Conduct quality assurance over Community Choice Partnership MFP
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State
Transition
Coordinator

State
Housing
Coordinator

demonstration activities

Aggregate data across participant populations and analyze to
determine what is working well and where there is opportunity for
improvement

Define and implement mitigation strategies for risks and issues jointly
with MFP project director

Manage contractors supporting MFP implementation and operations
work

Support other work as requested by MFP project director

Train local transition coordinators across target population areas
Coordinate referrals statewide ensuring all referrals are centrally
tracked and assigned a regional transition coordinator

Work with State housing coordinator to support local transition
coordinators in connecting participants with housing

Establish relationships and serve as liaison with local service providers,
community-based organizations, and other community stakeholders
across target population spectrum

Oversee outreach efforts in facility settings

Coordinate peer mentoring/advocacy with contractors

Work to increase access to needed services, e.g. transportation or
employment, through regional transition coordinators.

Conduct quality assurance over regional transition work and intercede
to improve quality and outcomes as needed (training, increased
capacity)

Train local transition coordinators to support housing efforts

Create and maintain housing registry

Lead statewide and regional strategic/system change efforts outlined
in Section 9, Housing, of the operational protocol

Develop and maintain relationships with Department of Commerce
and other housing stakeholders

Lead housing outreach activities

Advocate at local, state, and national levels to increase affordable,
accessible housing options for individuals transitioning

Collaborate with housing organizations and stakeholders to develop
best practices for transitioning individuals

Work with local housing authorities and other stakeholders to
increase housing supply

Focus on developing provider-managed assisted living that meets MFP
qualified housing requirements

Report on housing metrics for MFP demonstration project
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Positions Providing In-Kind Support

Additional DPHHS staff funded through other sources will support the MFP
project in Montana. These staff members include the SLTC Administrator, a BFSD
budget analyst, a TSD information technology analyst, the Department Public

Information Officer, and the DPHHS Web Designer.

Table 15: In Kind Staff Roles, Responsibilities, and Time Dedicated

In-Kind Staff Responsibilities Time Dedicated

SLTC Administrator Represent MFP 15%
demonstration project to
legislature

BFSD Budget Analyst Support financial reporting  15%

TSD IT Analyst Provide IT oversight and CY2014: 50%
support IT contract CY2015 - 2016: 5%
management

DPHHS Web Designer Develop MFP webpage and  CY2014: 25%
maintain webpage ongoing  CY2015 - 2016: 8%

DPHHS Public Information Support communication CY2014: 8%

Officer efforts CY2015 - 2016: 3%

Additional detail about these positions, including bios and position descriptions,

is available upon request.

Contracted Individuals Supporting the Grant

Montana is planning to use contractors to supplement MFP project and DPHHS
staff. The Community Choice Partnership MFP demonstration will contract with ADRCs,
AAAs, Centers for Independent Living, and Mental Health Centers to supplement
existing case managers as local MFP transition coordinators. Local transition
coordinators will be responsible for:

e Assembling the local transition team
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e Conducting individual outreach

e Completing required paperwork with MFP participants

e Assessing service needs and risks

e Conducting options counseling

e Leading transition plan development with transition team

e Developing 24-hour back-up plan with transition team

e Participating in plan of care development

e Coordinating transition services including housing, transportation, and
employment

e Educating and training consumers and families — this may include general
MFP training, employment, blind/visually impaired, deaf/hearing impaired

e Advocating for the consumer

e Following up with participants post-transition for 3-12 months

Possibly assisting with transition from MFP to waiver/State Plan program

Montana will contract with an organization to conduct Quality of Life surveys
with participants. The contractor will conduct an initial assessment prior to each
participant’s transition, another 11 months post-transition, and a final assessment 24-
months after transition. The contractor will use the Mathematica tool and conduct
surveys in person with the participant or a knowledgeable representative.

The State will contract with trainers to create training materials and conduct
training with State staff, contractors, providers, caregivers, consumers, and families.

This will likely be multiple trainers focusing on varied topics.
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Montana will continue to contract with a facilitator for the Community Choice
Partnership MFP stakeholder advisory council meetings and community forums. This
contractor will be responsible for coordinating meetings, creating outreach material,
facilitating sessions, and writing up the results for inclusion on the MFP webpage.

The Community Choice Partnership MFP demonstration project will contract
with a Community First Choice (CFC) analyst. This individual will conduct a detailed
analysis to determine how to best implement CFC in the State, and develop a
demonstration service based on the proposed approach to be piloted during the MFP
project.

Montana will also contract for information technology support. The State will
preliminarily contract for a vendor to conduct two alternatives analyses — one focused
on how to implement a centralized quality management system and the other to
determine the best approach to automate the CMHB critical incident response system.
Montana will use contractors to implement and operate these systems or software
services in addition to implementing enhancements to the SLTC critical incident

response system.

Detailed Staffing Timeline
The following timeline depicts when Montana will hire MFP staff and bring on

contractors to support the Community Choice Partnership MFP demonstration project.
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Figure 6: Staff Timeline
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Montana plans to hire its MFP project director upon CMS preliminary approval of
the operational protocol. The project director will oversee refinement of the

operational protocol and lead all subsequent hiring and contracting decisions.

Entity Responsible for Staff Performance Assessment

SLTC is responsible for assessing staff performance.

C.3 Billing and Reimbursement Procedures

Montana uses the MMIS claims processing system or the Agency Wide
Accounting Client System (AWACS), DSD/DDP’s claims system, to verify that participants
are Medicaid eligible on the date of service delivery. Montana will only allow claims to
be paid for services provided within an individual’s eligibility period. All MFP
participants will be flagged in the MMIS and AWACS to support proper billing and
oversight processes.

The State provides financial oversight to assure that claim coding and payment

are in line with the waiver or State Plan program reimbursement methodology. Paid
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claims reports will be run quarterly or more often as needed. These reports will depict
the services utilized, the number of consumers using each service and the total dollar
amount paid for each service. In addition, case management teams and financial
managers will submit quarterly utilization reports to the state documenting
expenditures by service. Case managers and financial managers are required to prior
authorize waiver services. They inform the MMIS or AWACS of the allowed services and
the number of units or dollar amount for which providers are permitted to bill for each
recipient. The Audit and Compliance Bureau will conduct financial audits upon request
of the managing division or bureau.

Claims that do not have the appropriate procedure codes and/or rates are
denied by the system. Claims that are suspended because of Medicaid eligibility are
forwarded to the Department for review and action. Depending upon the number and
reasons for denials training will be made available to providers by the fiscal agent or the
Department. State staff will always assist providers who encounter ongoing problems
with the billing system.

In instances in which claims are paid that should not have been, providers would
be asked to reimburse the Department. If the provider fails to do so, the amount owed
would be taken out of future claims submitted.

Billing processes directly from providers to the State’s claims payment
systems. For all self-directed services, the provider billing flows from the provider
through the Fiscal Management Services Entity (FMSE) and then to the MMIS or AWACS

for payment.
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MMIS and AWACS verify recipient eligibility for Medicaid and the waiver or State
Plan program. Case management teams or financial managers prior authorize all
services in the consumer’s plan of care. These prior authorizations are submitted to the
state’s fiscal intermediary. Case managers receive monthly utilization reports from
providers documenting units of service provided. These are compared to individual
service plans, compiled and forwarded to the managing program. There the data is
tabulated and further compared to paid claims data from MMIS or AWACS.

Financial managers operate as limited fiscal agents and make payments for
consumers in the participant directed option. Fiscal managers submit claims to
Medicaid for payment and monitor expenditures. Quarterly utilization reports are

reviewed by the Medicaid agency.
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D. Evaluation
Montana will not be conducting its own evaluation of the Community Choice

Partnership MFP demonstration project, and instead will rely on CMS for these services.
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E. Budget

Budget information is included in the budget narrative, contained in a separate
document. Montana included its MFP budget worksheet as a separate attachment with

the budget narrative.
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Attachment 1: Risk Assessments
The following tools are currently used by the HCBS waivers and State Plan
program, in which the MFP participants will be enrolled. These assessment tools will be

used in the MFP demonstration program.

1.1 Risk Prevention Assessment From for Individuals Who Are Elderly or
Physically Disabled

Consumer’s Name:
Medicaid Number:
Case Manager:

Consider normal and unusual risks in each area and discuss preventative
measures, as well as strengths and assets you have to address the issue. The Senior and
Long Term Care (SLTC) Division values the balancing of rights and risks. The SLTC Division

requires the HCBS waiver consumer and his/her planning team to make good choices in

implementing reasonable safety and prevention measures. The risk assessment should

be summarized in the Risk Agreement and attached to service plan.

List specific How do you What can be Who can help | What How can
risks evaluate the done to you with support your
risk? (high, prevent these | preventive services can | service
medium, low) | risks? What measures? help you plan help
Have you strengths and reduce the | reduce this
weighed the assets do you risk? risk?
risk to have to help
possible with
outcomes? prevention?
Home
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List specific How do you What can be Who can help | What How can
risks evaluate the done to you with support your
risk? (high, prevent these | preventive services can | service
medium, low) | risks? What measures? help you plan help
Have you strengths and reduce the reduce this
weighed the assets do you risk? risk?
risk to have to help
possible with
outcomes? prevention?
Leisure
Community
Health
Work/School
Other
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1.2 Risk Negotiation Process for Individuals Who Are Elderly or Physically
Disabled

PURPOSE

HCBS providers shall support consumers in consumer-direction to the maximum
extent possible and assist them in decision-making through informed consent. Waiver
service providers shall support a consumer’s informed choice unless the consumer’s
actions or decisions endanger themselves or others. Under HCBS, states are required to
ensure consumers are protected from abuse, neglect and exploitation and get
appropriate assistance and intervention if their choices jeopardize their health and
welfare.

Consumers capable of making informed choices have the right to decide the
types and amount of services they receive. Consumers have the right to receive services
under conditions of acceptable risk in which they assume the risks associated with
decisions made under conditions of informed consent.

To help identify risks and possible preventive measures, the consumer and case
management team may choose to complete the Risk Prevention Assessment Form in
HCBS 899-29a.

If there are risks that a consumer wishes to take knowingly and in an informed
way, and those risks are acceptable to the case management team in terms of health
and welfare assurance, the CMT should complete a Risk Negotiation assessment and
tool. The Risk Negotiation tool is used by the CMT to assess risk and takes into

consideration the consumer’s preferences and choices. CMTs should make every effort
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to resolve issues that create risk for consumers and may lead to denial or termination of
services.

If the CMT cannot assure health and welfare based on the results of the risk
negotiation process and tool (e.g. the CMT determines that the risk is unacceptable) the
CMT must contact the Regional Program Officer to discuss whether discharge from

HCBS is appropriate.

PROCESS

If the CMT identifies a situation which puts the consumer’s health and safety at
risk, the CMT should meet with the consumer, their legal representative (if applicable)
and other appropriate family, friends and support staff to complete the Risk Negotiation
tool. (See HCBS 899-29) In all circumstances, the CMT should work with the consumer
to discuss service options to resolve or reduce the risk and ensure the consumer
understands the potential consequences of his/her choices.

Whenever a Risk Negotiation tool is completed, CMTs must document that the
consumer meets capacity and is able to make an informed choice. If the CMT questions
whether a consumer meets capacity a referral to APS, a Mental Health professional or
the consumer’s Health Care professional should be made to help determine capacity.

If the risk identified by the CMT puts the consumer or support staff in immediate
or imminent danger, the CMT should contact the appropriate agency as appropriate e.g.

law enforcement, county health official, public health, mental health crisis response
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team. If the risk identified relates to suspected abuse, neglect or exploitation, an APS
referral must be made
CMTs should take into account the following when completing the Risk

Negotiation tool:

= Have the potential risks/benefits been weighed?

= What can be done differently to prevent these risks?

=  What strengths/resources does the consumer have toward prevention?

= Who can help the consumer with prevention?

=  What supports or services (formal or informal) would minimize the risks?

= Who can provide the supports?

In all cases the CMT should keep the following documentation in the consumer’s
chart:
= Documentation of consumer capacity and understanding of the
consequences/risks of their informed choices.
= Documentation of all the services and supports offered and the specific
interventions tried by the CMT (formal & informal).
= Documentation of the specific needs not being met.

= Recommendations and reasons why the needs cannot be met.

If the consumer does not agree with the CMT’s assessment and/or does not

agree to the recommended services in the Service Plan, and the CMT believes the
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consumer’s choice continues to jeopardize health and safety, the CMT should contact
the Regional Program Officer for a discussion about needed corrective action and/or

possible termination from HCBS.

1.3 Risk Negotiation Agreement Form for Individuals Who Are Elderly or
Physically Disabled

Date:
Consumer:
Medicaid ID #:

Section 1: Description of the consumer’s needs, including needs that cannot be met:

Section 2: Description of the services that can be provided:

Section 3: Description of the potential risk to the consumer:

Section 4:
(| Support service options (including nursing home services) have been
explained to the consumer
d The consumer understands and accepts the risks associated with his/her

current Plan of Care
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a The consumer’s health and welfare cannot be assured and discharge from
HCBS waiver will be implemented.

a The consumer does not have a guardian and has not been declared
incompetent.
Consumer:
Signature Date

HCBS Case Manager:
Signature Date

Regional Program Officer:
Signature Date

HCBS Program Manager:
Signature Date

1.4 Risk Prevention, Assessment, and Management Plan for Individuals with
Severe Disabling Mental lliness

You have the right to decide about risks in your life. One of your responsibilities
in the HCBS Waiver is to identify potential risks to your health and safety, discuss them
with your Case Management Team (CMT), and plan support services in your Plan of Care
(POC) to guard against those risks. As you develop your POC, consider some risk factors
in your life and think about ways you can use your POC to lessen those risks. Following
are examples of risks to consider:

e A worker who doesn’t show up regularly. You can choose to develop a plan for
when the worker does not show up or choose to forgo that worker’s service that

day.
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e Asignificant person in your life is capable of abuse, neglect, or exploitation.

Unsafe living conditions, inadequate medical equipment, fire, and safety hazards,

etc.

e Personal habits, i.e., smoking (when smoking creates a risk), substance abuse,

gambling/financial mismanagement, refusing critical services.

e Increased health risks due to your disability.

If you ignore certain risks that may affect your health and safety while

participating in the SDMI HCBS program, your CMT will ask you to complete and sign a

Risk Negotiation Agreement Form. See SDMI 915b.

List specific How do you What can be Who can help | What How can
risks evaluate the done to you with support your
risk? (high, prevent these | preventive services can | service
medium, low) | risks? What measures? help you plan help
Have you strengths and reduce the | reduce this
weighed the assets do you risk? risk?
risk to have to help
possible with
outcomes? prevention?
Home
Leisure
Community
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List specific
risks

How do you
evaluate the
risk? (high,
medium, low)
Have you
weighed the
risk to
possible
outcomes?

What can be
done to
prevent these
risks? What
strengths and
assets do you
have to help
with
prevention?

Who can help
you with
preventive
measures?

What
support
services can
help you
reduce the
risk?

How can
your
service
plan help
reduce this
risk?

Health

Work/School

Other

1.5 Risk Negotiation Process and Agreement for Individuals with Severe
Disabling Mental lliness

SDMI HCBS providers and staff shall support consumers in consumer-direction to

the maximum extent possible and assist them in decision-making through informed

consent. Case Managers and Community Program Officers and other service providers

shall support a consumer’s informed choice regarding life, liberty, and the pursuit of

health and happiness, unless the consumer’s actions or decisions endanger others.
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Consumers capable of making informed choices have the right to decide the
types and amount of services they receive. You have the right to receive services under
conditions of acceptable risk in which you assume the risks associated with decisions
you make under conditions of informed consent.

However, If you ignore certain risks that may affect your health and safety while
participating in the SDMI HCBS waiver program, Case Management Team (CMT) or
Department will ask you to complete and sign a Risk Negotiation Agreement Form,
which will be sent to the Community Program Officer (CPO) for review. The consumer
receives copies of the form.

The Risk Negotiation Agreement Form will be completed when:
e The CMT or Department has identified a risk and
e The consumer understands the consequences of his/her decisions but is still at
significant risk of harm.

The CPO will review the risk and present other services or actions that may
reduce the risk. If you refuse other services or actions, or significant risk of harm
remains, the CMT will offer to initiate a Risk Negotiation Agreement with you. The
written Risk Negotiation Agreement includes:

e A description of your needs, including those that cannot be met;

e A description of the services that can be provided;

e A description of the potential risks to you;

e A statement that other service options (including nursing home services)

have been explained to you and that you understand and accept the risks;
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Date:

Consumer:
Medicaid ID #:

Signatures of the consumer, CMT and CPO.

Section 1: Description of the consumer’s needs, including needs that cannot be met:

Section 2: Description of the services that can be provided:

Section 3: Description of the potential risk to the consumer:

Section 4:

Q

The consumer and CMT have developed a Risk Prevention, Assessment
and Management Plan

Date of Plan:

Date of Reassessment:

Outcome of Plan to Date:

Support service options (including nursing home services) have been
explained to the consumer

The consumer understands and accepts the risks associated with his/her
current Plan of Care
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Consumer:
Signature

Date

HCBS Case Manager:
Signature

Date

Regional Program Officer:

Signature

Date

HCBS Program Manager:

Signature

Date

1.6 Community Placement Profile Including Risk Assessment for Individuals
with Developmental Disabilities

Case Manager:

Phone:

Date Completed:

INDIVIDUAL'S INFORMATION
SOCIAL SECURITY NUMBER:

ADDRESS:
PHONE:
Updated:
DOB:
SEX: Primary Disability
HEIGHT: with Diagnostic
WEIGHT: Codes:
Secondary Disabilities
with Diagnostic
MARTIAL STATUS:

Codes:

SPOUSE NAME: N/A

PRIMARY DOCTOR:

LEGAL
GUARDIAN/ADDRESS:

Dentist:

RELATIONSHIP TO
PERSON:

OTHER MEDICAL

Name:
Phone:

TELEPHONE:

Hospital Preference:

MEDICAID NUMBER:

INSURANCE
NAME/ADDRESS:
GROUP #:
POLICY #:
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MEDICARE NUMBER:

BURIAL FUND:
YES NO

TRUST FUND:
YES NO

LIFE INSURANCE:
YES NO

Referral Source

Family and Significant Others to Client in Priority of Emergency Contact:

NAME

RELATIONSHIP

ADDRESS

PHONE

Family Interest:

() Strong Interest ( ) No Contact ( ) Some Interest ( ) No

Financial: (check those that apply)

RECEIVES &
TYPE AMOUNT HAS APPLIED FOR DENIED
Medicaid
Social Security S monthly
SSl S monthly

Medically Needy

Name of Payee:

Current Services and Supports and/or Educational/Vocational Status:

Services Desired:

Check here if serious maladaptive behaviors:
Check here if significant medical concerns:

Special Aids or Equipment Used: if any of the following are used/needed, indicate by X

Walker Hearing Aid Artificial Limbs

Cane Special Bed lleostomy Head Protective
Equipment Device

Crutches Special Chair Colostomy Positioning
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Equipment Equipment
Brace Feeding Tube Gastrostomy Communication
Splint Equipment Aid
Glasses Catheter Belly Board Special Eating
(Bladder) Utensils
Dentures Electric Orthopedic Other (specify):
Wheelchair Shoes Orthocart/Bathin
g Sling

Social Information:

Describe where the individual was born and spent formative years, and when
family and doctor first noted the primary/secondary disability. Describe any
significant events that have occurred in his/her life.

List education, special education, and related services provided to the individual,
including all residential placements outside the family home with dates of
placements.

List other agencies in which the person is or has been involved (current and past)
with the phone number and name of a contact person for each agency.

What would be the best living arrangement for this person? Include number of
housemates, preferred characteristics of housemates and staff, and type and

frequency of supervision.

What geographical area do the person and/or family members prefer? Are there
opportunities to fulfill the person’s vocational interests?

Provide information about who is important in this person’s life. Will there be

opportunities for contact in the new living arrangement?

Medical Information

Significant Medical History

Medications: List the medications the individual receives and reason: As of

Medication

Reason
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10.

11.

Describe the current medical status and history for the individual including:
allergies, medical/dental limitations, recent hospitalizations and surgeries, the
need for invasive procedures, high blood pressure, etc.

Describe the person’s ability to see and hear. Do they need glasses or other
adaptive equipment? Are hearing aids used? Does person use sign language to
communicate? Do caregivers need specialized training in order to enhance the
person’s living arrangement?

Describe the current status of the person’s dental and oral health? When was
the last dental visit?

Describe how often the individual needs medical/mental health services.

Does this person have any serious health concerns that need fairly constant
medical monitoring?

Communication Methods and Environmental Concerns:

12.

13.

14.

15.

[llustrate the person’s communication methods. If non-verbal how does the
person interact with others?

How does the person move in his/her environment? What adaptive equipment
is needed? List any environmental adaptation and/or assistance required,
including toilet use needs, adaptive commode, etc. Will staff need training to
better assist the person in their new environment?

Describe individual characteristics of the person including such things as
preferred learning style, unique sense of humor, long/short-term retention, and
reading/writing skills.

Does the person have a need for an adaptive bathtub instead of a shower due to
hygienic, medical need, or personal preference?

Mealtime Considerations:
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16.

17.

Mealtime patterns and nutritional status including: special diets, positioning
during mealtime and adaptive equipment needed.

Does the person need extra time to finish eating (up to one hour)? Are there any
other issues important to help the staff and the person to make mealtime more
relaxed?

Behavioral Supports Needed:

18.

19.

20.

21.

22.

23.

24,

Issues specific to the person that will need to be addressed in planning for the
move to the new community?

What type and frequency of supervision will be necessary to keep the person
safe in the community?

Illustrate the security features or adaptations that are necessary in the living
environment for safety of the person and the community.

What type of supports will be needed? Include behavioral, psychiatric,
counseling, the need for monitoring, and any anticipated adjustment issues.

Describe the areas of vulnerability and risk to the individual (sexual, financial,
safety, etc.).

Is there a potential that the individual will abuse others or engage in illegal acts?
Explain:

Describe in detail serious and minor problem behaviors that the individual
currently exhibits or has exhibited in past.

Training and Skills Development:

25.

26.

27.

28.

29.

Describe vocational interests and employment history of the individual (time on
task without supervision, response to supervision, etc.).

Does the person have self-care skills (eating, dressing, personal hygiene, etc.)?
Is the person able to monitor his or her own diet or exercise program?

Can the person monitor his or her own health management, including self-
medication and sex education?

List future goals, plans, and/or dreams that this individual has.
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30.

31.

List hobbies, other leisure time activities, as well as social and recreation
activities in which the person likes to participate given the opportunity to plan
his/her free time.

List any environmental, cultural, spiritual, or other factors important to assisting
the individual in a placement.

Support Programs:

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

Would the person benefit from speech/language therapy?
Occupational therapy?

Physical therapy?

Psychological counseling?

Is there adaptive equipment the person could be utilizing?

Describe the person’s transportation needs. Are there any behavioral concerns
when transporting?

Would the person benefit from supported employment or a day treatment
program? What are his or her limitations in regard to these services (rest breaks,

less than 8 hours, etc.)?

Will the person need durable medical equipment and/or communication
devices?

Provide the case manager's assessment concerning the individual’s needs,
(frequency of contacts, intensity, etc.) for case management services

Is there any other information that you would like to add about this client?
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1.7 Risk Assessment for Youth with Serious Emotional Disturbance

Domain/ discussion guide Assessment
Family and Culture: Who is the family by Strengths:
their definition? How do they communicate,
respond and make rules? What are the Needs:
family roles? Is there a cultural theme the
family relates to? Are there serious unmet Comments:
needs for any family member that impairs
functioning? Are there any special pet ‘family
members’?
Social, Friends, Fun: What are things the Strengths:
family enjoys doing? Who do they socialize
with? What, if anything, do they do for fun? | Needs:
Are their special friendships that support the
family? What holidays or events are Comments:
important to the family? What are their
beliefs about how the fit into their
community?
Residence/Neighborhood: Do the current Strengths:
living arrangements meet the family’s
needs? Does the neighborhood feel safe to Needs:
the family and allow the possibility to be
outside the home? Are there any difficulties | Comments:
with the current living situation? Who in the
neighborhood helps the family out? Do all
family members have adequate personal
space?
Financial: Is the family able to meet their Strengths:
basic needs? Are they eligible for support
under other systems? Who in the family is Needs:
employed? Can the family meet their
monthly financial obligations? Are there Comments:
large, outstanding bills?
Vocational: Do older children have access Strengths:
to employment opportunities? What skills
give them a sense of accomplishment? Who | Needs:
is working in the home? Does the family
have skills they want to develop to increase Comments:

vocational opportunities? Are the children
involved in daily living skill-building at school,
church, or in any setting? Are there special
vocational needs for the youth ?
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Education: What will it take to ensure a
viable education for the identified client?

Strengths:

For what sort of future are they being Needs:

prepared? Are their rights intact? What

was the best school year for the client and Comments:

what was good about it? How could

educational support be improved? What

skills does the youth need to learn best?

Legal: Are any family members involved in Strengths:

the judicial system, on probation or on

parole? Are there issues around custody? Needs:
Comments:

Medical: Are health care needs met? Does | Strengths:

the family have access to specialized medical

services they might need? Does the Needs:

identified client or any family member need

medication management for and general Comments:

health or mental health issues? Does

transportation to medical care exist? What

is the health status of all family members at

this time?

Spiritual: Does the family or any member of | Strengths:

the family belong to a faith community of

any kind? What does that look like? Do any | Needs:

family members attend faith community

group meetings? Do they attend special Comments:

gatherings on any holidays?

Behavioral/Emotional/Psychological: What | Strengths:

are the unmet needs of the referred youth in

these areas? What are the unmet needs of Needs:

any family members in these areas? Are

there unresolved issues that impede normal | Comments:

interactions within the family or community?
What does the family identify as a ‘crisis’ and
how do they deal with it? Who supports the
family with struggles (professional and
socially)? How do they do so? What is the
youth’s strongest point in their eyes and in
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their family’s? What supports does the
family currently have?

Safety/Crisis: Is everyone in the family Strengths:
currently safe? Is there any potential

danger to the family or community? Needs:
Describe the family’s ‘crisis plan’. Are

firearms and medications stored safely. Comments:

What strengths does the family use to
resolve safety concerns?

This population has been removed from the benchmarks of Montana’s MFP grant
effective June 2016.
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Attachment 2: Other Assessment Tools

The State will tailor the Nursing Home Transition Needs Survey included in the
manual, “ABCs of Nursing Home Transition: an Orientation Manual for New Transition
Facilitators,” to meet Montana’s needs. Transition coordinators will use this tool in
addition to the level of care assessment tool currently used in the State. Montana
opted to not modify the Brief MAST assessment tool to screen for alcohol/substance
abuse and other addictive disorders. Instead, it trained statewide case management
teams and providers in 2016 to use the SAMHSA website that includes multiple
screening tools as appropriate and as approved in coordination with the provider
agency. Copies of the Nursing Home Transition Needs Survey, the level of care

assessment form, and the Brief MAST assessment are attached.

2.1 Nursing Home Transition Needs Survey

Developed for Independence First by Julie Alexander, Independent Living Coordinator
and Advocate

Transition Services

1. Do you feel that you are able to direct and manage your own care?
e Have you previously managed your own care?
e When and how long?

2. Which agencies, if any, have you chosen to assist you in this transition into the
community?

3. Have you selected a company for home care supplies if needed? Please provide name
and phone number:

Housing Services
1. Have you obtained a housing list from an Independent Living Coordinator?

2. Have you placed your name on a waiting list for a housing complex in which you
would like to reside?
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3. Do you need accessible housing?

4. Do you have funds to pay for housing?

5. Are you being evicted from your current living situation? If so, when?

6. What is your target date for moving?

7. What is the date of your lease?

8. Have you reviewed your lease?

9. What is the date housing was secured?

10. What date was the security deposit paid and rent paid?

11. What date is the move scheduled for?

12. What is the date you pick up your keys?

13. If needed, are duplicate key(s) and/or key cards made and obtained?

Utility Services

1. Have you scheduled an appointment for your telephone service to be installed?
2. Have you scheduled an appointment for your electricity to be turned on?

3. Have you scheduled an appointment for your gas service to be installed?

4. If you want cable television, have you made an appointment for installation?
5. Have you requested that the Post Office change your address?

Funding Resources

1.

Do you think that you will need Community Options Program (COP) funding or Title
19 assistance as you deal with independent living issues?

e If so, have you applied for these funds?

e Areyou on a waiting list for COP or Title 19?

e When will you receive COP or Title 197

If you have Title 19 funding, have you checked into whether or not this nursing
home Title 19 can be transferred to independent living Title 19?
e Have you initiated such a transfer?

Montana — Money Follows the Person Grant Application 179



e What is the name and phone number of the Social Worker assisting you with this

transfer

Will you be eligible for Veteran's Services?

Have you checked into the process of the transfer of SSI/SSDI income from the

nursing home to the community?
e Have you started the process of this transfer?

Personal Health Needs
Do you have your physician's approval for nursing home transition? Check any of the

1.

following activities you need assistance with:
e Bathingin tub

e Bathingin bed

e Sponge bath

Do you need assistance with dressing? Check all that apply:
e lLower extremities

e Upper extremities

e No assistance needed

Do you need assistance with toileting? Check all that apply:
e With pads

e Getting on and off the commode

e No assistance needed

Do you need assistance with bowel care? Check all that apply:
e Suppositories

e laxatives

e Other

e No assistance needed

Do you need assistance with bladder care? Check all that apply:

e Catheter
e Urinal
e Other

e No assistance needed

Do you need assistance eating? Check all that apply:
e Feeding

e Setup
e Cutting Food
e Cleanup
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e Meal preparation

Do you need assistance with housekeeping? Check all that apply:
e Dusting

e Mopping

e Vacuuming

General cleaning

Other

No assistance needed

Do you need assistance transferring from one place to another? Check all that apply:
Hoyer lift

Pivot lift

Need for worker to assist with equipment

Other

No assistance needed

Provide the names and phone numbers of supportive family members, friends or
community advocates.

Personal Care Assistance Services

1.

Do you need personal care assistance? If so, have you contacted:
PAS at IndependenceFirst

e MA Program

e Attendant Referral Program

Have you scheduled a needs assessment by these programs?
e PAS at IndependenceFirst assessment

e MA assessment

e Attendant Referral Program assessment

e COP worker assessment

What is the date assessments will be completed?

What is the target date for funding to be secured?

Have you recruited attendants and back up attendants?
Have you hired attendants?

Have you been orientated to the employer or employee manager role?

Have you made sure your attendant worker has received training and certification?
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9. What is the date of certification?

Assistive Technology/Devices Services
1. Do you need assistive technology or devices to assist you with your independent
living needs?

2. Do you know what types of technology or devices you might like to use?
3. Would you like an assistive technology assessment?

4. If assistive technology/devices are required, have you ordered these pieces of
equipment?

5. Have you worked out a plan of payment for this equipment?
e Do you need funding assistance to purchase this equipment?

6. Have you worked out delivery plan for the equipment?
7. Do you need assistance in learning how to use the technology/devices or equipment?

Medical Services

1. Will your doctor follow you into the community?
e If not, have you identified another doctor who is willing to accept you?
e Have you scheduled an appointment within two weeks of transition?

2. What is the name and phone number of the pharmacy you have selected?
e Does the pharmacy deliver?

3. Will your doctor write a prescription for a 30-day supply to meet your medication
needs during transition?

Furnishings for Your New Home

1. Have you completed the attached transition checklist detailing what possessions you
have and what possessions you will need to purchase before transition takes place?
e Do you have money to make such purchases?
e Are you aware of places which may donate furnishings?

2. Have you coordinated your move?
e Do you need assistance moving?

e Do you need assistance setting up?

Budgeting/Money Management Services
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1. Have you established a monthly budget?

e Do you need assistance with this task?

e Have you written a "trial budget?"

e Do you need training in the areas of budgeting and money management?
2. Do you need to make arrangements for direct deposit of your income at a bank?
3. Have you established a bank account?

° Checking

° Savings
4. Do you need a payee?

5. Do you need to apply for additional forms of identification?

Transportation Services
1. Are you able to take care of your transportation needs?

2. Do you need specialized transportation?
3. Are you approved for Title 19 or User Side subsidy transportation?
4. Do you know how to schedule appointments to use specialized transportation?

Meal Planning Services
1. Do you need independent living skills training in this area?

2. Have you coordinated a plan so that you can purchase, cook and eat meals?
3. Who will do the initial shopping for groceries and supplies?

Social and Leisure Activities
1. Are you able to geographically orient yourself to your new neighborhood?

2. Do you need assistance in meeting your new landlord and neighbors?
3. Do you need assistance in planning daily or weekly social activities?

4. Do you want independent living training to assist you with any of these activities?
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2.2 Level of Care Assessment Form

Page 1 of 5

F State of Montana
Department of Public Health and Human Services

LEVEL OF CARE DETERMINATION

Identifying Information

Applicant DOE, JOHN Referral Date 06/14/2012
Id# o Anticipated LOS
SSN T Screen Request By
D.0.B. 01/01/2001 Agency/Relation
Gender  Marital Status Phone
Race
LOC Type Initial
Service Choice Nursing Facility Admit Date
Referral Reason Medicare Skilled? Date

Addresses and Contacts
County
Home Address
Living Arrangement

Mountain-Pacific Contacts

Montana — Money Follows the Person Grant Application 184



DOE, JOHN Page 2 of 5

Hearing and Vision
Hearing
Comm. Devices
Modes of Expression Speech
Making Self Understood
Vision
Vision Appliances

Diagnoses and Medications

Physician : City
Primary Diagnosis None

Other Diagnoses None

Pain

Sleeping Adequately

Respiratory Status No problem

Medications None

Med. Administration
Med. Compliance

Cognitive Status
Comatose
Oriented:
Short Term Memory
Long Term Memory
Confusion
Daily Decision Making
Delirium/Disordered Thinking
Behavioral Problems None
Isolation
Anxiety
Depression
Indicators None

Height and Weight

ADL/IADL's

Self Performance O-Independent 1-SBA 2-Limited Assistance 3-Extensive Assistance 4-Total Dependence 5-
Age Appropriate 8-Unknown
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DOE, JOHN Page 3 of 5

) ) i i S e o R LB

Support Provider 0-None 1-Setup Help Only 2-One Person Assist 3-Two Person Assist 4-Total Care 5-
Mechanical Assistance 6-Unknown

| Needs Met 0-Totally met 1-Met now, but will need help 2-Need partially met 3-Need not met 4-Need not
~ relevant
Who 0-Self 1-Spouse 2-Sibling 3-Child/Child's spouse 4-Parent 5-Other relative 6-PAS 7-

Other agency 8-Unpaid Other 9-No One

- [Self Support meeds
\AADL/IADL Perform Provider Met Who Comments
Bathing B
Dressing
Personal hygiene
Toilet use
Transfer
Bed Mobility
Aﬁﬁﬁﬁtian, inside
Ambulat-i_dh,-outside
Exercise
Medication management
Eating '
Meal preparation
Housework
Laundry o
Shoppinig'j/errands
Transportation - Drive self
f@ﬁéﬁbﬁéﬁon -Public
Socialization activities
Supervision
Phone use
Summon help
HCBS time management' '
Méﬁéyrﬁanagement
Home maintenance
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DOE, JOHN Page 4 of 5

Bowel and Bladder

Bowel Continence Not indicated
Bowel Program Not indicated
Bladder Continence  Not indicated
Bladder Program Not indicated
Ulcers, Skin Problems or Lesions Not indicated

Skin Treatments N/A

Foot Problems N/A

Services

Formal Services HCBS Services
Services Uses Needs Waiver Service

Home Environment / Assistive Devices

Assistive Devices

Social Support / Economic Status

Is the current system of caregivers sufficient?

Consumer does without each month due to lack of funds?

Financial Management :

Coverages : None
LOC Determination
Determination Not Assigned Effective:
Sub-choice
Criteria
Category A Category B

Referral/Placements
Provider

Completed:
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2.3 Brief MAST

Chent

Brief MAST Date

Instructions: Place a X on the line indicating your response.

. Do you feel you are a normal drinker?

. Do friends or relatives think you are a normal drinker?

. Have you ever attended a meeting of Aleoholics Anonymous AAT
. Have you ever lost fliends or girlfniends/boyfriends because of

your drnnking?

. Have you ever gotten info trouble at work becaunse of drinking?
. Have you ever neglected your obligations, your family, or your

work for 2 or more days in a row because you were drinking?

. Have you ever had delinum tremens DTs, severe shaking,

after heavy drinking?

Z. Have you ever gone to anyone for help about your dnnking?
9. Have you ever been in a hospital because of your drinking?

10.

Have you ever been arrested for dnunk driving or dniving after
drnking?
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2.4 Housing Checklist

Purpose

Transition teams will use this housing checklist to verify that each MFP participant is

moving into an MFP qualified residence. Residences only need to qualify under one of
the three following categories to be considered an MFP qualified residence:

1. Home
2. Apartment
3. Community-based residential setting

Home

1. The home is owned or leased by the individual or the individual's NA Yes No
family member.

2. If leased, the leasee is the MFP participant or a family NA Yes No
representative.

This home is a qualified MFP residence. NA Yes No

Apartment

Apartments may include assisted living facilities.

1. The apartment has an individual lease. NA Yes No

2. The apartment has lockable access and egress. NA Yes No

3. The apartment has a living area over which the individual or the NA Yes No
individual’s family has domain and control.

4. The apartment has a sleeping area over which the individual orthe NA Yes No
individual’s family has domain and control.

5. The apartment has a bathing area over which the individual or the NA Yes No
individual’s family has domain and control.

6. The apartment has a cooking area over which the individual orthe NA Yes No
individual’s family has domain and control.

7. The apartment comports with federal fair housing guidelines. NA Yes No

8. The apartment lease includes rules and/or regulations from a NA Yes No
service agency as conditions of tenancy or includes a requirement
to receive services from a specific company.

9. The apartment lease requires notification of periods of absence. NA Yes No

10. The apartment lease includes provisions for being admitted, NA Yes No
discharged, or transferred out of or into a facility.

11. The apartment lease reserves the right to assign apartments and NA Yes No
change apartment assignments.
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This apartment is a qualified MFP residence (Criteria 1-7 are met and NA Yes No

have a ‘yes’ marked next to them, and 8-11 have a ‘no’ marked next to

them).

Community-based residential setting

1. The residence in a community-based residential setting has no NA Yes No
more than four unrelated individuals living together, not including
caregivers.

2. The residence is part of a larger congregate care setting (campus) NA Yes No
separated from typical community dwellings.

This community-based residential setting is a qualified MFP residence. NA Yes No
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Attachment 3: Outreach Materials

3.1 HCBS Booklet for MFP

This booklet will be modified for MFP use.

. |
May 2010

HOME AND COMMUNITY

BASED SERVICES aka the

“Medicaid Waiver” Program
MONTAMA DEPARTMENT OF

FUBLIC HEALTH AND
HUMAMN SERVICES
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HOME AND COMMUKITY EASED SERYICES (HCES)
PHILOSOFHY

(TG PR O WG]

The HCBS program recognizes that peopie with dis-
aiiities and the eiderly have the right to participate fuly
in society and as a part of their communities.

have the identical civil ights as people without disabil-
ties. For many, these goals cannot be achieved with-
out necassarny community suppors and senicas.

The HCBS program makes senices avallable s0 peo-
pie can live Tully Integrated Ilves within thelr own com-
munities by means of sefi-getemination, cholce, and
control. Services are many and vaned, allowing con-
sumers to choose those that are most approgriate b
meet thelr neads.

Chalce ks paramount 3s people with disabiities and the
eiderty know best how Melr neads can be met. In the
HCBS program, the consumer ks In charge and directs
ﬂ"EFH-H"II:'I}'EI'E. Cﬂmmagarsmmmmrﬁm
and assist 35 requested. They faciiate the provision
u'aaﬂn&smumtINpmmmnnmemmm
behalf. Case Managers ensure a hollstic approach o
care planning, balancing the medical and psychosoclal

needs of ConSUMErs.

MantEna's program has evalved since Bs Incapdion In
1363. It has been revamped many imes 35 we con-

tinue to Improve opportunities and respond to the
nesds of Ol CONSLIMETE.

Montana — Money Follows the Person Grant Application 192



MO TARA DEPARINENT (F PULIC MEAL I AND MO SEYLES Faga I
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TAELE OF CONTENTS
Home and Community Based Services (HCBS)
Philosophy
What Is the Home and Community Based Services

2

Walver? S
Montana's Program 6
Elgiblity for Services 7
Freedom of Choice 7
How to Apply 8
Who we Sarve ]
Walling Lists 9
Frequently Asked Questions 10
Rignt to a Fair Hearing 18
SERVICES 18
Bonanza 19
Agult Day Health 19
Case Managament 20
Community Supports—Bonanza Cption 20
Transition 21
Consultative Clinical and Therapeutic Senvices 22
Consumer Goods and Services 22
Day Hablitaton 23
Digtetic Senvices 24
Environmental Accessibility Adapiations 24
Famiy Training and Support 25
Financial Management—Bonanza Option 26
Health and Wellness 27
Homemaker and Homemaker Chore 27
Independence Advisor—Bonanza Option 28

Non-Medical Transportation 28
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THELE OF CONTENTS
Mutrtion 29
Fain and Symgiom Management a0
Personal Asslstance 30
Personal Emergency Response Systems kil |
Post Acute Rehabillaton H
Prevacational Sendces 32
Private Duty Mursing 33
Resldertial Habltation 34
34
Senior Companion 34 Henir ficn IMhome: 76242 | Carker, Cusser, Damct,
Specialized Child Care for Fraglle Children 35 byt P R | e ¥ ocaim B, crmrek,
Spedalzed Medical Equipment and Supplles 36 Nomiun, hosidon, Villmy, Wb
Suppored Employment 36
dhreat Full C3ffice Phose ASHEAD | Blsine, Cucwds, Choto, Pergo,
Supported Living En 200 lut Yeroct Senth Phone 4538008 | Clacier, FEIL Juith Basin, Loy,
Theraples dbrest Fulln, WIT 45404 FAX:  A%dnma | Petiarn, (i, Pondes, Toen,
Vehicle Modifications fose
HCHS Case Management Teams 38
Higkers Cfion Fhose 4441707 | Brmadweier, Jefioecs, Lown &
Reglonal Frogram Offcars ! 2001 1 A FAK: 444770 | Clark, bosghor, Powell, bovien
Hickera, MT S3604 Sexic Hompetal Long Torm Cars Link
Kalupell Cficr Phose T334 | Flathend, Laice, Liscoin
21 Financiad Dr Stz B FAX: 735080
Kanpell, WT 57001
[E—— e TR T e ———
2581 Padmer Phome AZR1EI0
Simie BT SURDE FAX: amand
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[Caze Management Teanes Cousties
10| Fiecfis Covst
vt Fally, WT 594015 BASED SERVICES WAIVERT
Phims: 4545590
Fiee: AR08
Areck Ageacy a A ging cle Ao VI 1 Medlcalkd Home and Community Based Services
Phime: &S50 of Instiutionallzation can be served In thedr homes and
Fiew:  £R4-E0 COMITunies at 3 cost no higher than that of InsThe-
; fonal care, while promoting Independence and family
e X A Aging Cam Mumggenert. | Mimouls, Revals
17 ﬁ:ﬂ;?: support
Moo, MT 59001
1;"""'- %ﬁ Thesa programs were created In response to a
N mothers plight watching her daughter Kate Becket
e [V Ageney on Aging Came Mugenend. | Bradiata, spend most of her first hree years of iife residing In a
ﬂiﬂ“ﬂ;” f“:ﬂq hospital. Katie's mofer wanied to care for her daugh-
Ficherms, T 53624 Mirmgier. Pk ter at home. In 1581, the Beckelt's story drew the at-
Phine:  447-1580 Swwert Gram fention of then Presldent Ronald Reagan
Fin:  &57-7365 who signed the “Kable Beckelt walver Imio
durea [T Agency om A& gerg iy Arca VT Flarae, Chossl e, =R
10| Fiersefis Covet (Hasier, Liberty,
Wil Tl LT .0 Peassdiza, Tatea, Before his legisiation, Memicald long-iem
Pume o Tecke eare beneds were lImiie to home: fagith,

- personal care senvices, and Instiiutions. Wi this kegls-
r‘-’ﬁF-'xm-'-FI'l:_f‘ﬂM—F-‘ I““"—’-““ Iation, states were allowed Nexibility to develop and Im-
mi"“ﬁ:‘:"";]; g, Girimins, plement creative attematives io provide sendces to
Bette, MT 59701 B SiMiers, Pomdl. Medicakd-eligible Individuals In thelir own homes and
Phime: 72957 communiiies Instead of Insttions.

Fe 724130

e [X Agency on Aging oo A MT Himes | Flatheal The walver program descsib=d In this booklet Is gearsd
e et fo the elderly and persons with physical disabillties.
e Other walver programs serve dfferent populations and
alisgell, MT 5904 aoffar dferent services.

Phime:  TEES4XT

Fae:  THIASED
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MORTANA'S MEDICAID WAIVER PROGRAN

Montana was one of the first
Staies ip develop is own
Madicald Walver program. In
1953, twa years after the pas-
sage of the “Katle Beckett
Walver,” Montana Impie-
mented the HCHS program far
fo the eldery and peopie with
-'~ physical disabiifes.

Hame and Community Based

Senices ane Indvidualy approved and cusiomized fo
meet he consumers nesds. The consumer, In eon-
Junction with a case management team, deveiops an
Indiidual cost-effective plan of care. The teams are
the comerstones of the program. The reciplent and
team mainiain contact with each other io ensure sef-
Vices are provided 3s prascribed In the pian.

Cumentty, Montana serves over 2000 people through
the eldery and physkally disabled walver program.
The number of reciplents served |5 ImRed by the aval-
aniity of funds. Case managemsant teams have a fled
numiber of CONSUMErs they Can sarve 3 year. Mew re-
ciplents are admiited fo the program as others are ds-
charged or as naw funding becomes avallable. The
prOgram often has 3 waling Bst.

Fagn =

Caz= Management Teane Counties

Sileey Health Coster Cane Managesmeni
116 14* Ave W

Radeey, MT 53170

Flime 4832193

Fu  413.3918

Drirvicta, Dervsam,
MeCine, Ricklanl, Bon-
acvell, Sheridin, Villey

MW MT Hazn Fesoiroc
T14 Wiaiz St
PO B B300

Flhime 75412

Fux T55-41480

Flathoal, Likie, Linoaln,
Sanders

Mazagemen
3475 Momnoc Ave, Sic D

Beaverbend, Deer Lixlge,
Trasile, Fowell, Slver

Baatie, MT 59701

Flhime: 7137987

Fux T13-41H)

‘Clertral Birrtirn Berbical Center Cane Ferun, Gulden Valley,

Mezagemoal Juslith B, Wasmcishell,

48 Wenddll Feroloem, Fhillips,

Lewintoreen, BAT 50857 Wil erxl

Flose:  535- 5297

Fus S33-R2ET

Aea 1T Agency on Agenyg Cice Hig Hirs, Carlson, Fergis,
Gulden Valley, Rudith Fa-

1508 Fonwth 51 W xin, Weaciishell, Fom-

Rusercdug, MT 55072 leem, Sxillwruter, Swent

Fhise  313-1330 e, Whestlerd, Yel-

Fus 313358 ¥ Chey-
enme el Cris Roservi-
Lo

Weidermn Moslarm S48 Cisc Like, Linsaln, Minaal,

Mezagemont Eavalli, Sander

110 Mniz 51 Bic 5

Polson, MT 59850
Flime  383.TXR4
Fust AEI-TIED
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Caze Management Teams Counties
Commerery Mealical Center befareral, hfiswseln,
Sete Pt STy A ELEIEILITY FOR SERYICES
Mool WT SO0
Phune:  KIT-455 Whao is eligible for serices?

Far T84
T qualty Tor the HCBS program, @ reciplent must

Fariner m Hisse Cire Case Minige el Moyl Mswel s, meei these crilenac

257 Palerer, Bie B Rsalli

Nelmraln, MT ST0R = Definancially eliglie for Medicald;

Phins:  TH-ER4E

Faw: 73727 » D65 years or oider or be defermined physicalty
Wvertioae Feh R disanied by the Soclal Security Administration;

B ETa

Billings, T 55101 Resind, v »  have an unmed need that can only be met through a
Fhume:  M7-3128 i, Fellomrens home and communily based sanice;

Fuz: 473103
Esciter Sealy Cane Murngeseni Hlaine, Cowsale,

= meet he minimum level of care requinements for

215 ™ 51 8, e W7 Clecimicn, Chicas, nursing facility placement, and

el Falla, MT 50405 Hill, Lilesty, Fos-

Phine:  T71-2807 dei, Tetie, Touk « D atrisk of going o an instbution.

Fce: Tel-1390 ﬁ- )

Spoctrum Modbcal, In: Cioe: Mg Challatiz, Mialium, N i
Flagggeny Lime Sac 240 Migher, Park, Freedom of Choice

Boremes MT 59715 Suwoel Grom

I an individual meets he level of care requiremeanis for

L8 Oy~ Hisalth Dt Cases Btrinalwatcr, felfiz-
Im;‘:&r‘.mhmﬁﬂ Managmm . . a longHemm care faciity, the Indhvidual has 3 cholce of
Flelerm, MT 53601 HCEE or nursing Taclity seqvices. Choosing HCBS,
Fhine:  #43-2584 nowever, 0oes not quarantes iImmediabe access o the
il i program = thiere ks often 3 walting Bst for this option.
Haly B Firene Chiws Case Minagernel Carer, Cisler, D

xﬁwﬂ&m scm, Fallom, Gsficld,

Mol ity MT 590301 Purwal River, Pras-

Fhine:  233-3E10 tise, Rismchoeal, Wi

Fee  HITIM [T
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R

e WOW TO AFRLY

It I5 3 TWo-Etap ProOGess. A CONSUMEr mikst qualty for
bt financial elgibiity and mesdical aliglbilty.

1. forTnancial esgitiity oetarmnation contact the jooal
C:ounty OMce of Public Assistance for 3 Long-Tem
Care application. Afer comgleting this document, an
eligiblity speciallst will review e application and deber-
mine Madicald inancial elginiy.

2. Contact Mowntain Pacfic Quallty Health at 1-B00-
218-TD35 or 1-205-443-0320 In Hebana for a level of
mmm A NuUrss oF 3 50cial worker
will as5es5 the conswmers needs to delenmine whether
{he consumer meets nursing home kevel of care crite-
fia. This ks usually done over the ielephone by talking
to the consumer andtor Tamily members, friends, or
heaaith care profzssionas.

Mote: Having a Medicaid cand nefther guarantess T-
nancial ellgiiity Tor long-term care senices nor medk-
cal eligiiilty. Having 3 Medleak] card does not mean
that the pesson will mest level of cane or fnanclal eligl-
bality for the HCBS walver. You may contact a Reglanal
Program Cfficer or a Case Management Team i you
naed help with the process. Comtct Information ks at
ihe back of this bockket

Pagu 7 WA CER AR MENT D PUELIC AL TR ST HUMAN SERVIE S
I —

TRALMATIC ERAIN MJLIEY (TE[ SERWICES
Supported Employment

Supported employment Inciuges activibies needed to
SUSLain pald Work by COMSWMErs, Incuding supenvisian
and training for parsons for Whom Unsupponad of com-
peifitve empioyment at or above the minimum wage Is
unilkety.

Supported employment oocurs In 3 vanety of setings.
I may Include group community employment such as
CTEWE, ENCIEVES, OF INAWIDUl CommUn ity empioyment.

Transpostation may b providad betwesan the con-
Sumers hame and the joib site or between job sites In
3565 Where the CONSUMEr works In more than one

place.

+
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TRALMATIC ERAIM IJURY (TEI) ZERYICES

. st Residential Rehabilitah
Community reskdential rehablitation ks comprehansive
day treatment program with a residential component. 1t
operates 7 days 3 weak, 24 hows a day.

- el T

Prevocational fraining sarvices are habiliative aciviies
thiat foster a consumer's employabily. Serviees alm to

prEpare an Individual for pakd o unpald empoymant.

They Inciude teaching such concepts 35 comgllance,
aftending, task compietion, problem soiving, endur-
ance, work speed, work accuracy, attention span, mo-
tor skiis, and safety.

Servicas ane provided o persons who may or may not
Join the general workforce or participate In a transitonal
shelterad workshop wihin one year jexciuding sup-
poried employment programs).

L] MINTARA [EPRATMEN T OF PUELIC HERTH AN SUSRN EHYIES
I —

FREDLENTLY ASKED CDLESTIONS
Oo | hawe to be Destitute to Receive Sendices?

No, bart Medicald Is designed o assist panple with
medical needs and Imited financial resources. How-
ever, when a mamied Individual needs long-term care
Beniicas sUch 35 the Home and Community Base Ser-
VizES Walver or @ nursing Taclity, fatieral podcy allows
he non-Medicald spowse who resides at home o retaln
@ maximum of haf of the couple’s resources, up i a
Epacified amount, which changss yeaity.

Some assels ane exempt such s the home In which
they lve, househoid goods, and one automobiie. There
also are requitions Goncaming the amount of manthly
Income the pOUSE MAy retaln. A res0Urce 365855~
ment from the local County CiMice of Public Assistance
£an provide more detalls.

ININAK JERAATSENT OF PUSLIC HEAZTH AND HLMAN SHRY IS Fam €
I —

Consumers served under this program nequire nursing
facility level of care. A small percentags of Individuals
sarved at home are ventilator dependant and, without

e HCBS program, would be In 3 hospial. In addition,
e pogram also seves 3 number of Individuals with a
fraumatic brain Injury who would have been served In

out-of-state rehablitation faciliies, Inpatient renaniia-

fon, or remained Inappropriaiely placed In nurs-

Ing homas, group homes, of ofher Instiutions

were |t not for the specialized sandces avail

able under the HCBS program.

Wiaiting Lists

Peopie on the waiting list are not served on @
first come Tirst served basks. They are eval-
ated by the case management ieam when 3

siot opens and the consumer with the greatest need Is
selecied.

Pagu 15 AR D AR TMEN D PLILIC BEAL TE ST HLBAN SERVIES
I —

TRALMATIC ERAIN IMLIRY (TEI) SERVICES
e Treatmment

Comgrenensive day treatment I a nonresigential pro-
gram for parsons with 3 fraumatic brain Injury o an-
other severs cogniftive disablity. Thers are bao hospl-
tai-based faclities In Montana: Headways in BIlings
and Eridges In Missoula, These programs iry to miax-
mize the consumers functional Idepangdencs Mrough
Intencive thersples three to ive days a week.

Consumess leam les o overcome bamens cre-
ated by thelr disablity and cOMPENs3t0ny IEchniqUes
H’I’I‘I’E’ITIZII]' loss or behawioral pmnlems and rejgam
day-to-day llving skills. The goal of this program Is fo
taclitate Integration Info the community and reduce the
CONSUMET'S IEvel of disaniity.

This senvice |5 provided under the direcfion of an Inter-

disciplinary team consisting of a board cerffiad physiat-
nist, a licansed newnopsychoioglst, a lkcensed peychalo-
gist, therapists, and other appropriate swpport siaff.

Slots are imited and prior authorzation from the De-
partmeni s necessary.
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TRALMATIC ERAI KR (TEI) SERYICES
Coqnitive Rehabilitai
This |5 @ short-ienm red to teach Indl-

wkluals with 3 brain Injury to funciion with their Injury by
relnforeing, sirengthening, or reestablishing previousiy
leamed behawions or by establishing new bahaviosal

pattarns or comgpensainry mechanisms at home, work,

'S

Behavioral Programming

This shori-ierm senvice proviges continuous In-depth
assassment of behaviors and Inderactions of an individ-
ual with a fraumatic brain Injury with others to develop
an appropriate behavioral program. The assessment
may be In the consumer's home, workplace, commu-

nity, or an outpatient setting.

N LA A TSN | COF (UL HEA T A SLMBN CTRY I35 Faga Il

FREQLENTLY AZKED OLESTIONS

What About Transfeming Assets?

There are caraln clreumstances when

a Medicald applicant or reciplent ean

fransier resournces without penaliies. For example,
ey can transfer thelr home at any fime ioc a spouse, 3
child whio ks under 21, blind, or detemmined disabled by
Sockal Secuity, and sometmas in a sibing or care-
1aKET 5001 OF daughier.

If an apolicant transfesmed assets bafone applying for
Medicalkd, the ransfer may affect the applicant's aligibl-
Ity Tor homee and community based Services or NUrsing
facility benefiis. For specilic questions regardng frans-
far of assels and Medicald ellgiblity, contact an elgibl-
Ity speciallst at fhe County Cffice of Publc Assistance.
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FREDMENTLY ASKED DUEZTIONS

How Dioes the Lien and Estate Recovery Law
Affect a Waiver Recipient?

To help pay for ihe Indeasing numder of INdvdusls
needing Medicald-relmbused medical care, Tederal law
requires states in recover the costs of medical and long
-i8Mm care sanices from the estates of deceasad Med-
caid reciplents whi recelved services at age 55 or
‘Dier, OF Wha Mesided In & NUrEing home, of Who re-
celved HCBS senvices.

FRecovery Invoives fillng llens on the reciplent's home
and Ning clalms against the estEte. Howaver, recovery
i not made when there s a sunviving spouse of certaln
depandents.

For more Information on the state len and recovery
program, contact Me Estate Divislon of the Recovery
Linit at 1-8:85-378-2836.

Anoer good resounce |5 the State Information and As-
&istance Program at 1-800-332-2272.

Fogu T2 MONTARA DEPARTMENT DF PLELC FEAL TERRD HUMAN SERNICES
]

SUPPORTED LIVINE ZERYICES

This Is @ comprehensive hablllation serdce designed
0 asslst Individuals with severe disabliies such 3s a
waumatic brain injury, late stage multiple SHEMSIs, 5e-
vere carebral palsy, of fose who are partially veniiator
dependent who reguine 24-hour supenision.

Supported Living s spacifically intended fo fransifion
Individuals from an Instiutional setting to a mone inde-
pendent Iving stuation. Sanvices help corsumens 1o
acquire, rataln, or Improve saif-halp, sodalization, and
adapiive skills necessary to reside successfuly in el
own homes or In 3 shared Iving siuation.

Specific senices Include: Independant INIng evalus-
#ion, senvice coomination, homemaking, habiitaton
altes, behavioral programming, nonmedical transporta-
fion, day hablitation, residential habliiation, prevoca-
fonal training, supponiad empioyment, and 24-hour
avallanliity of staff for supervision and safety, and spe-
cially trained attendants.

Slgts for this services are Imitad and raguire Depart-
ment prios authorzation.
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Earmily Traini o

This service Is provided fo familae of children with dis-
ailifes ages 0 to 21 who are Ineligile for Develop-
mental Disabliities walver. An agency employes under
coniract with the Disablllty Senices Dlvision:

» Teaches families and others who work or play wih
the child aboat the child's dsabiitty and how best B
mest the child's needs:;

+ Teaches activities that familes can do with thelr
child bo help promate the child's development;

. Colaborates with case managers and familles re-
garding environmental modfcations o adaptations
bBenefdng the chik;

« Azmesses he child for unmet needs, ﬂEI-EITI'I“'BE

, and Igentifies areas of

. Pln‘ﬂldssﬂfn-cllmalsmpﬂrttﬂfamll-esanﬂmg—
gests resources for admtional support;

+  Adwocates for the Tamily for other sUpports and sar-
vices; and

« Asslsis the Tamily and case management 2am with
the chilfs franskion and refermal o special edwea-
Hon.

Fagu MIN RN [EFSATMEAT OF PUBLIC HER TH AN HUSKE SHNTES
I ——

FRECLIENTLY ASKED DLESTIONG
Can a Family Member be Paid to Care for me?

In cestain cicumstances, Medicald may aliow legally

responsibie relatives i be pald for some caregiving
tasks flor consumers.

For @ Iegally FespOnsinie relatve, Including biological or
adoptive parents of reciplents under 13, SP0USEE of
aduit recipients, and court-appointed guardians to be
pald for providing HCBS services, all of the follawing
RISt be met.

The s&nvics must

« be defined as a senice or suppart In the federally
approved walver,

«  be necassary to avold Institutionalization;

« D2 speciiad In the cONSUMEr's pian of care;

+ D2 provicded by @ parent of SpoUse who meets the
provider qualifications and training standards spec-
fied In the walver Tor Mat sanvics;

«  be pald at @ rate not to excesd what Is allowed by
the Depariment for paymsant of Similar senvices; and

+ notbe an activity the familly would ordinarlly perfom

of IS responsiie to parfom.

MONLGAA JERAH TRER T [OF PUSLIC HEAS FE AR HMER STRY 25 [ *H

FREOLENTLY ASKED OLEZTIONZ

What is the Medically Mesdy Program?

Some Individuals with significant medical expenses
may mest Medicald inancial eliglbilty through the
Medicaly Needy program. This i 3 Medlcakd program
for aged, bind, or disabled Individuals or Tamilles
whose Income exceeds Medicak] Imits but who have
significant medical neats. The Indvidual or tamily pays
Me difference babasen thelr countEbe Income and the
Medlcally Meedy Income LimE (MMIL) fowand medical
expenses each mond and Medicald pays the balance.
The difarence between countable Income and e
MMIL I5 called 3 “spend-down” of “Incurment” For
more Information call your County Cffice of Public As-
sistance.

What is Waiver of Deeming?

This |5 an elgiolify oplion avalladle only through HCBS
Walvers. Under walver of deeming, parentsl asssts
and income are walved when determining Medicaid el-
gialiity of 3 chlld served In the walver program. Only the
child’s personal assefs and Income are wsed i deter-
mine Medicald elghblily. The pimary purpose of
walver of deaming ks o keep chiidren ai home with
el familles Instead of placing Mmem In instifutions or

reinquishing cusindy of tem o e state o oatain
medicald funding.

Pogn 3 MUNTARA DERARTMENT D PLELC FAL [ LD HUMAN SERICEE

ERVICES
ies: i ical S and

Audiclogy

Therapy provided under the HCBS program diffiers
from those avallabie under the Medcakl State Plan be-
cause they are restortive or palllatve and are nat im-
ited In number.

JTramsporiation
This covers fransporiation for soclal or other nonmed-
cal reasons by common camier or privade vehicle.
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SERVICES
These fems are deskgned to maintain or improve an
Indhiduals ablity to remain at home and function in the

community and Includes the provision of adapied vans
and senvice animals.

Itemis miest be functionaily necessary and relate specit-
cally bo the consumers dsability; provide for ihe con-
sumers accessibliy, Increased Independence, haaith,
of safety; and be the most cost-efactve Hem that ean
mieet he CONEWMErs nesds.

Specially Trained Attendant

Specialy tralned attendants are employees of a per-
50nal asslstance agency wha have recelved an addl-
tional 20 hours of fralning o meet e speciic neads of
3 CONGLEMET.

N LGAA JERAA TWEN T OF USLIC HEAZ T AR MUEN EHY 22 PagulE
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The family member who ks a sendce provider will com-
ply with tha follpwing:

» A parent or parents, In combination, or 3 spouse
may not provide more than 40 hours of senvices In a
seven-day perod. For parents, 40 hows is the total
amount regardiass of tha numbear of chikiren wha
receive walver sendices,

« For sef-directad parsonal assistance, the family
mamber must maintaln and submit tme shaets and
ather required docwmentation for hours pald; and

« Manled ingviduals must b= offerad a chokee of pro-
viders. If they choose thelr SpOUSE 35 3 Cale pIo-
wides, i must be documentad In e plan of care.
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FREDLENTLY ASNED DUESTIONS

How Many Services can | Select from the
Menu?

Theare s not a limit on the numiber of semnices a con-
sumer can choose. Rather, e consumer decldes
which senvicaE can best mest his or her naeds whiie
remaining wihin the bugged for each skt

Howr are my Services Selected?

The consumer delerminges what senvices 1o select from
the HCES menu based on Individual needs and de-
5ires. Selected services MUst be medically necessary
and unavallable from oMer 5ources. The case manag-
&6 can help consumers declde. Oftentimes, case
Managers can refer consumers bo free services aval-
alile from other govemment or community programs.
Sometimes deslred services are not Immediately avall-
aile such as adult residential services, which often
have a walting lIsL. The c3se managers can halp the
COnsUMer selact aporopiate senices while waling for
an atuh residential slot

Montana — Money Follows the Person Grant Application
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Special Child Care for Children with Severe
Medical Conditions

This envice provides day care for medically traglie chil-
dren who, because of thelr Misability, cannot be served
In fraditional child care setings. At a minimum, the ser-
ViCE CONSIStS OF SUpenvision and soclalization. Ata
maximum, It conststs of hands-on, Infensive, speciak
[zed personal care.
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Respiratory Therapy

Senvices Include direct freatment, ongoing assessment
of medical condition, equipment monfonng and up-
kesp, pulmonary education, and rehablikason.

Bespite Care

Resplte care Is temporary, shod-term care provided o
CONSUMETS In Nead Of SUPDOTTve care bo releve unpald
Persons Who Nomally provide cane. Payment for room
and board may be Included.

Fesplie can be provided In the CONSUMErs hame, an-
oMer residenca, Toster home, hosplal, nursing facilty,
group home, licensed personal care facilty, reskdental
hospice, of therapeutic camp for children or adults with
dsabilities.

N LARA DEFATTRENT OF PUSLIC HEA T AR LMRA SERY 25 FagalT
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FREDQUENTLY AZKED OLEZTIONS

How is a Consumer's HCBS
Budget Determined?

A consumer's HCBS budget |s de- H’
ermined from the Individuals needs c
up to an established monetary cap.
The federal govesnment requires
state Medicakl agencies to ensure
Mat the cost of providing home and
cOMmmunity based services will nod
axcead the cost of cans for the identical population In
an Iinstitution.

Case Management Teams are allocated a Mixed num-
[per of siots 1o admit consUmers Into the HCBS pro-
gram. The Depariment Issues shots to control and est-
mate program expendliures and establlshes 3 cost per
slol. Each team Is allotted an annual budget Case
management teams are required to provide Serdcas
within these budgets.

[For mos! consWMmers, Costs cannat excead those of a
nursing facliity. For a smail number of Individuals who
are ventliator dependent, cocis should not exceed
mose af hospital placement, and for some Individuals
with traumatic train Injuries, the costs shouwld not ex-
cagd those of an out-of-staie rehabiiftation faciity. In
addition to established individwal caps, funding is aiso

dependent upon state lagisiative alliocation.
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RIEHT TO A FAIR HEARING

If a Medicaid applicant or recipient is denied
senvices, is there an appeals process?

Yes. Most adverse aclions are appealable. Adverse
3cH0ns are hoss decislons mass by he Dapartment
that negatively amest CoNSUMErS sUEh 35 3 denlal or
reduction of services.

The appeals process ks called a falr hearing. This proe-
ess allows an Individual o el the Daparment why he

or ghe Msagress with the Department's gesislon. Dur-
Ing this process, you can present asditional Information
that may reverse the Inflal decision. 1t aiso alows the

Department to explain why 3 decision was mats.

A COnBUMET, mEL{IM FEFII'EEEI"IU'!'E miest
request 3 hearing In wiitng and mall the request to fe
Depasiment of Public Health and Hman Senvices,

Hearings OMgar, P.0. Bax 202553 Helena, MT 55630,

This reguest miest b2 posimarked or gellvered no later
than 50 calendar days foliowing the date of Notice of
Defammination.

Montana — Money Follows the Person Grant Application
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Private ]

Thess ars mﬁﬂ&ml‘!‘ sEMiCEE fOr CONSUMErs
who require continuous In-home nursing care not aval-
abée from 3 home heakth agency of from e State Plan
Eaity and Peridk: Screaning, Diagnostic and Treat-
ment (EPSDT) program for chilldren.

P

Psychosoclal consuttation Is IImied to consultation with
providers and caregivers directly involved with the con-
sumer and development and monitoring of behavioral
DrOgrams.
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A Personal Emengency Response System s an elec-
tronic, kelephonic, or mechanical sysiem that enables
Indhiduals at high risk of Instiuonalization o swmmon
help In an emergency. The system alerts medical pro-
fesskonals, support stalf, or ofher designated parties io
respond 10 3 CONSUMENS EMErgency request.

The consumer may also wear 3 portable Thelp” button
1o allow Tor mabiltty. The system |s cornectsd to the
person's telephone and Is programmed 1o signal 3 re-
EPOnEE C2NMEr once @ "help” bution |s activated.

This: sarvice s imited o indhdduals whad llve alone or
who are alone for significant paris of the day, and who
would othenwise requine extensive routine supervision.

The device mist b= connected ta 3 local emergency
System with the capacity to actvate emer-
gency medical persannel.

] DAL DEFARTSERT IF PLELL FAITH WAD EIMM PNCEIVIN

Al Health

Adult Day Health provides 3 broad range of heakn,
nuiritional, recreational, social, and habiltative services
In a kcensad faciily.  Residential avemight SEnices
ane exciuded. Senicas are fumished four or mone
Nours par day on a reguiary scheduied basls for e of

- P Ld

M

A

Adult Residential

Adult Reskdential ervices are provided In 3 licensed
Asslsted Living Faciilty, Adui Fosier Home, or Resi-
dential Hospice. CONEUMErs Must pay for room and
board. Shats for Mils senvics are Imiied and speciic
ertteria must be met.
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SERWICED
Case Management

Case management |5 a fundamental and mandatory
HCHS senice. C352 MAnN3Qers 366i5t ConsuUMErs In
@coessing HCES and State Plan senices 35 well 3s
ofer medical, soclal, and educational services, regand-
lesE of the funding sorc=. Each case
teammns:ramgm&dnmamasnﬂal
wiarker MMMMMM
an Individuaiized care pian with each consumer, and
manage and monior sendces.

Chemical Dependency Counseling

This sarvice provides Indhvidual and'or group counsel-
Ing to consumers with substance abuse problems.
Treatment is In outpatient setings oniy.

- A AR DT B PLERIE BEAL T AN LA S5
I

ERVICES
Personal Assistance Senices

Personal assistance under the HCBS program may In-
clude supendsion for nealth and safety reasons, soclalk-
Zatlon, escort and transportation for non-medical rea-
sons, specialy fralned attendants for consumers with
extensie needs, or an exienskon of Siate Plan per-
50nal 355I5tENCE BETVICEE.

™= y

Smme consumers, because af thelr dsabllity, requine
help caring for Melr children_ A consumer's personal
asslstance ime may be wsad fo provide hands-on care
for thiir children. Howeser, this personal assistance
must be done In the presence of and at e drection of
e consumer parent.
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Homemaker

Homemaker services conslst of general household
management necessary o mantain and operate a
home for CONSUMENs unable to manage thedr own home:
o when the Indhvidual normally responsibie fr namie-
making ks absent. Activities may aiso Incude: genesal
and heavy-duty howsacleaning, meal preparation, mi-
nor homie nepairs, and chares such as yand care, wood
chopping and stacking, walkway malnienance, and
helping 3 consumer find and relocate to other housing.

Mutrit

Mutrifion ssrvices Incilde congregate meals of home-
delivered meals such as “Meals on Wheels.” Howewer,
a full nuirtional regimen of three meals a day may not
be provided thrmugh this sendce.

Montana — Money Follows the Person Grant Application
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ConsumerFamily Intensive Support

This service provies 3 unique set of supports o a
consumer and Tamily that includes pain and sympiom
managemeant, guidancs and suppaort, and volumbeer
coordination.

PPain and sympiom management focuses on malrtain-
Ing 3 CONSUMES'S comifort.

Guldance and suppor |5 provided by an Indhidual the
consumer chooses b offer peychosocial support to the
consumes, Tamily, or signiicant others for E5Ues Telat-
Ing i k55, grief, and adjustmeant to chronk: dEsase,
disabilty, or aging.

olunbeer coondination |s done by an Individual se-

lected by the case management team o coondinate
wolunteer sendices presciibed by 3 health cane profes-

L[]
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Disiti

Diletitian services are related bo the management af a
CONSUMErs nuirtional nests. A regmedmetl:lannr
alicensad nutritionist evaluates and monitors the con-
sumer's nutritional stabus, nutritional educa-
tion and counseling and discussas meal planning for
CONSUMErs with madically restricted diets or for con-
sumers who da not have healthy eating habits.

Envionmental accessibity adapiations are modifica-
tions to 3 consumers home that are gesigned o main-
tain or Improve the consumers abilty to reman at
home and prevent insttutionalization. Adaptations may
Inciude the installation of a ramp, grab-tars, widening
of Boonways, bathroom modmcations, o Installation of
spedallzed electric and plumiing systems necassary to
accommaodate zed medical equipment and sup-
plies for the cONSUMErs Welfare.

Pagu 12 IINTARE DER AR TMENT D PUBLC FEAL TE RND HUMAN SRS
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Environmental adaptations may also include modica-
fions to a personal wehicie I it allows More consumer
Independence. All Sarvices must meet applicabia state
or local buliding codes.

Exclusiong: adaptations or | o e home
Wat are not of drect medical or remedial benet io the
consumer such as carpeting, roof
realr, central air conadtoning, eic.

Hahbilitaion

Thess are senvices designed o help persons acquire,
redain, or Improve  saif-help, s50dal, and adapive =kills
necassary to reside succassiuly In a home and com-
munity based setiing. Services Include: day habilita-
Ton, nablitation alde, prevocational senices, resisen-
fal habitation, supporied employment, and transpora-
fon to and from 3 day treatment program. Also In-
ciuded are: Independant Iving evaluations and fraining
sarvicas 1o enhance the consumers ablity i achieve
maximum Independence In hiomamaking, persanal hy-
gienie, money management, transportation, and use of

COMIMUNTY FESOUCEE.
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3.2 Self-Direct Brochure

Montana will modify this handout for the MFP demonstration project.
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Montana Pepartment of
Public Health and Human
Services

Self-Directed
Personal Assistance
Services

A Conszumers' Guide to the
Self-Directed
Perzonal Assiztance Program

Semier and Long Term Care Division
Fuly 2012
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Montana Department of Public Health and Human Services

Self-Directed Program Philesophy MEED MORE INFORMATION??
The followirg is a list of the Regional Pregram Officers (RPO) Offices in
The Pemnd assistance program is ds:sigm'.d ta Mentara. Ploase feel fres to call the BPO of fice i your areo.
provide leng term supportive care in the home .
setting. In the self-directed option, the consumer BP0 Oifice Phoue Countirs
is in churg:'. of: Billing: Oifice Phope: 653-76+ | Big Hom, Carbon, Golden Valley, Mis-
121 Fosobud Dr. Seie D | Phono: 655-7635 salshall, Stiltoator, Troeasmo, Tohaat-
Eillings, MT 59102 FAX: 65537646 Land, ¥Vllowrmtomn
=+ Managing and directing their own personal - -
assist services gﬁnmﬂmm Phona:  JBSSED Gallatin, Madisem, Pk, Stz
+ Recruiting, hiring, training, and discharging Montal Brilding FAM: 3B7-TBS3
i Bosaman MT 3713
their att it Betis Offics Phong: 4363080 | Beeweshead, Disar Lodgs, Granits, Si-
+ Completing paperwork property and 00 Casay ) ver Bow, Mazan Stace Privem
according to program rules Bese, MT 59701 FAX: TEM-ETIE
- Fn_nllf:mng the program rules to remain o e e
eligible for the program H1EW. Ball, Suita 205 Fallon, GarSicld, McCome, Powdar
Gandive, BT 59330 FAX: 3T-124) | Biver. Praite, Ri
Fantrad, Sharidan, Vallay, Wibaux
Grust Falls Office Phono: 453-5000 Blano, Cazcade, Chotars, Fargns, (-
201 1st Serest Soush ciaz, FElL, fudith Basin, Liberty, Patro-
Gruat Falls, MT 32405 Phone: 433-B97) | beum, Plallips, Ponders, Tatom, Tock:
FAX: 436082
Halazay Dfics Phong: 43-1W7 | Broadwatsr, Jeferson, Leuts & Clak,
; FAN: ##47TM3 | Msegha Powsll Mot Stete Hos-
PO Box 4210 ol Lomg Tiarm Como Ulnit
Halaza, MT 75604
Srmuat Addnoss:
2030 11th Ao
Eali: Offica: Phono: 733-34M) | Flatheod Lako, Lincoln
121 il Dr 55 FAX: Til-5%4
Ealigpall, MT 55801
MEssoula Offce Phopg: 3291311 | Mmeral Msscula, Raalli Sandar
3] Palror, Suitn K Phono:  325-1310
MEssoula, MT 39808 FAX: 321313
Page. 13
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p Self-Directed 101
Heow do I Request a Fair Hearing?

You maoy request a foir hearing with the Department of Public Health
ord Human Services urder the followirg circumstances:

» Reduction in your service level, if you disagree.

= Denial of services. based on cligibility criteria.

Vou must reguast a fair kearing in writing. Mail the request to:
Deportment of Public Health and Human Services
Hearings Officer
PO Box 202963
Helena, Mt B9620-29E53

A reguest for a foir hearing must be postmarked or delivered no
later than 20 calendor days follewing the date of notice of
defermination. Your provider agency or local Regioral Progrom
Officer can help you with any quastions [sec list on the next page)

What do I de if I have a complaint?

Az arecipient of Medicaid, the Department of Public Health and
Human Services does mot sxclude, deny benefits to, or otherwize
disoriminate against amy person on the basis of race, color, natiomal
origin, age, sex, handicap, political belicfs, religion, or disability.

In caze you have guestions or in the event that you wich to file a
complaint alleging violotiors, please contoct:
Cligrt Discrimination O fice for Civil Rights
Complairnt Coordimator  OR US bHHS
406-444-4211 or 1981 Stout 5t, Room 1426
ThD: 866-736-2968 Denver, C0 BOZ34-3628
303-644-2024
ThD: 303-844-3439

Poge L2

[ Montane Department of Public Health and Human Services |

Table of Contents

What Exactly is the Self-Directed Program?
What is a Personal Assistant?

‘Wha is Eligible for the Progrom?

What is a Personal Representative?

How Do I Get Services?

What Am I Responsible For?

What Will the Provider Agency be Responsible for?
Can My Fomily Help Me and et Paid?
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When Should I Contoct My Provider Agency?
What are Health Maintenance Activities?
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What services can't I receive?

How do I find and hire a worker?

How do I request a Fair Hearing?

What do T do if T have a discrimination complaint?

Where do I goif I need more information?
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= Self-Directed 101
What exactly iz the Self-Directed Personal
Asziztance Program?
The Self-Direched Personal Assistorce Program is designed for
imndivi who wish to the
rosponsibility and flesdbility of managing  §
their care. This includes maraging o .
personal essistart’'s work scheduls, length
of empleymant, and training.
A provider cgency provides oversight of your self-directed
personal assistamce services. A provider agsncy is an organization
that srrolls with the Department of Public Health ard Human
Services fo oversce porsonal assistance services. You can choose

which agency you use.
What iz a Personal Aszsiztant?

Personal Assisrants [assistarts) ars peopls who ore dedicated to
helping you stay in your home. Personal assistants vary in age ard
can bo a man or o woman.

Personal aszistamts help you with your activities of daily livieg.
Activities of daily living inchede bathing, dressing, grooming,
toileting, fransferring, positioning, mobility, meal preporation,
sating, exercise, and medication assistance. ¥ou will train your
personal assistant regording your specific noods.

Ap | assi: iz an employee of
the provider agency you choose ard
the aszistart must mest the provider's
hiring conditions. However, you marags
the assistart's work scheduls,

iranment, length of amployment,
ard troining.

Poge 2
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How do I find and Hire a Worker?

The Departmant of Public Health ard Human Services
publishes o booklst with imformation om how o find ard hire
workers. You can request o copy of the booklet “Hiring In
Heome Help" from your provider agency or your local Regioral
Progrom Officer (see pg 13).

It is your responsibility to set the job expectations for your
workers. You are resporsible for providing on-the-job troining
for your persomal assistant. You are also responsible for
making sure they complete the tasks you are authorized in the
time you are allotted cach wack.

¥our provider agency will not traim your personal assistant. In
S0mc casos, om experienced assistont may train o row

assistant.

Once you've found the right person to be your personal
assistant, let your provider agency know who you've chesen.
Once you let them krow your provider agency will be

ibls for the following activitias related fo your cares

resp

1. Assisting you ard your persoral assisrant in complsting the
required paperwork; and

Z. Poyimg your porsona cssistant. This will inclede reviowing
all timeshests to maks sure you are complying with the
program.

Page 11
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- Self-Directed 101

What Services can't I receive?

The list bolow shows some of the housshold duties that
your personal assistant is met allowed fo do-

¢ Clearing floor and furniture in oreas that you do not
uze. For cxomple, cleaning the ertire living room it
you use enly your bedroom.

¢ Diging laurdry or bodding thot you de rot use. For
exampls, doirg the laurdry for the entire fomily.

s Shopping for groceries or household rems that you
do not necd for health or nutrition.

*  Supcryision, babysitring. or fricndly visiting.

+  Taking care of your pets-unless the pet is also a
service animal tromed to help you stay in your home.

+  Taking care of your lawn, wirdow washing, and
cutting wood.

= Paying your bills

* Running errards for you
**This program is not a housckeaping program.**

LOWN'T FORGET! ¥OU AREMT ELISIBLE TO RECEIVE
SELF-DIRECTED SERVICES TM A MURSIMG HOME OR
HOSPITAL

Poge 10
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Whe iz eligible for the Self-Directed Personal

Assistance Program?

Inorder to participate in the Self-Directed Progrom you must:

L Be eligible for Full Medicaid;

2. Hove a medical condition that requires you to need ir-home
assishancs;

3. Be able to make choices cbout your activities of daily livieg and
understard the impact of thase choices;

4. Be abls 1o assume responsibility for the choices you make; ard

E. Be copobls of manoging all tosks reloted to your cars.

What iz a Personal Representative?

Under certan circumstaonces, a Repr ive may

these responsibilities on your behalf. A Persona Representotive is

someone who represents your interests ard iz net a paid caregiver.

A Personal Representative must:

+  Be an individual who understands your care
needs;

# Be copobls of directing your core;

#* Hove a personal relotionship with you;

+* Be immedictely ovailable te provide or
obtain back up services in the cose of an
emergency or when o personal assistont does not show up; and

*  Assumc all medical ard related ability asseciored with dirccting

YOur care.

‘You con ask your provider agency or your local Regional Progrom Officer

any questions you have about being cligible for the Sclf-Dirccted
Program. A list of Program Officers is on page 13.

Poge 3
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> celf-Directed 101

How do I get services and who decides
what zervices I will receive?

Wou can call a local persoral assistance agency

yoursclf or have your porsomal represorfative de J f;r
this o your behalf. You can alse call Mountain JJ":,

Pacific Quality Health. Mourtain Pacific Qualiry

Health is an erganization thot contracts with the

State of Mortana to porform authorizotion functions of the
Perzonal Azsistance Services Program.

The type of core authorized is dependent upen your roeds, living
situation, ard approval of your health care professional. A health
core professional can be a certified physician assistant, rurse
practitionsr, registered nurse, eccupational therapist, or a medical
social worker who is working as port of o cose monogoment team.

After a call is mads, a referral is sent on te o nurse at Mownrtain
Pacific Quality Health. A rurse will comfact you within 10 werking
doys and visit you ot your home within 30 working days of receiving
the referral.

During the visit, the nurse will do the following:
=+ Find sut what you nesd help with;
+ Determins if you are copable of directing your own care;
=+ Exploin the process; end
=+ Give you materials explaming the progrom ond a list of
providers in your area

Weu can call Meuntain Pacific Quality Health at any time with a
referral. They can be reached of 1-800-268-1146 ext G830,

Poge 4
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What Services can I receive?

Make sure you understard ard con clearly commuricots what
services you reed help with. The potential services which Medi-
caid will poy for are listed below:

Service Examples Resirictions
Activites of « Bathing Thess sarvices may caly be
Dby Livimg | Dressing providad to tha pamon.

*  Gmoming Tecoiving parsonal asustance
#  Toilating wvices.
: Positioni Thaess sarvices can anky bs
« Mzl - p'm'i&d.hll:h_nbm»nfl:_h
- ]‘.ll:ingl ti:n:l Fading Person recaiving the wervices.
tbe faading)
= Exarcize
= Medication assist
Housekeeping |+ Changmgbed shests |+ Maxdimem of 3 bours'wrsak
Tazks (i « Light bonsakesgping can be spant on thess maks
emzure 3 wafe |. Clgaming medica » Homschold tasks may caly
emvironment) squipmsnt ks provided if the parsen.
& Lamdry has ome of the activities of
#  Washing dishas daily lving neads ourlined
above.
= This doss not include
hormsehold tasks for tha
wntire family. When you
Eve with & fansily, the
Samily peast do oost taaks.
Ezcort to Guoing with and asisting a | Escart i onky approved when
mee-dical parsox fo medical you zeed bands on assistanca
sppointments | appointments paid forby | to orata medical
Moadicaid . appoiztmant and when a
Eamily membar oF sigmificant
other is enavadlable to
tramspodi.
Poge 9
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b Self-Directed 101

When zhould I contact my Previder Agency?

Orce you are enrolled in the Self-Directed Persoral
Azcistamce Program, thers are specific times when you
should contact yeur provider agercy. Thess include:
= If your needs charge and you nsed more or less
assistancs;
= If you ore being hormed, abused, or neglected;
= Whan you are hospitalized or go info o rursing homs;
and
= When you need to hire or firs o porsonal assistant.

Calling in concerns to your provider agorcy profocts you and
allows your provider agency to better assist you in maraging
your services. Inturn, if the assistamt has dif ficulty in

providing services fo you, they may also netify the provider

What are Health Maintenance Activities?
Health mainterance activitics are skilled nursing tasks that
can be dome by your personal acsistort i your health care
professional agrees.

Health maointenonce activities that you may direct include:

|wm«mmﬂmm|

What am I respensible for?

Thsre are a rumber of things you are respensible for to be eligible
‘to participate in the sslf-directed program.

¥ou must obtain approval from your health
care professional to participate in the

pragrom.

¥ou must be abls To make your own

decisions ard choices or have someoone you

‘trust moke decisions and cheices for you.

¥ou must have an smergency back up plan in place in case your
porsonal assistant doesn't show up.

¥ou must participats in a review twics a year with your
provider agency. Thiz ersures that everything is geing well and
that you are getting the cors you meed to stay in your home.
¥ou are authorized a cortein nember of hours per wesk and it
is yeur rosponsibility fo get your necds met within that fime.
If your needs change, you must comtact your provider agency.
¥ou must review and approve your persona essistonts’ fime
shests. Time shests are a legal decument and must show the
‘tasks that you are directing in your home. Putting the wrong
irformation on your p | i s timesh iz illegal ard
constitutes frownd.

Wou must participote in a yearly review with Mourtain Pacific

Quality Health. They will review your cors nesds o make sure

«  Administering medicotions.

+ Urirary systems monogoment. ¥Uu are getting the services you need.

=+ ‘Wound core. 3 ~

P | Care. Under the Self-Directed Personal Assistance Program, you

assume all medicel ond reloted liobility regording your cars. I you

You can choose o direct all or some of have o Persoral Representative, they assume this liability for you.

these activitios. These servicss canonly be ==

provided as outlined in your ssrvice plan If you are mot interssted in doirg all of thiz you can select agency-

based services where the provider agency is responsible for
tramirg and scheduling your aftendonts. Contoct your provider
agercy for more information.

Poge B Poge B

Montana — Money Follows the Person Grant Application 217



* Self-Directed 101

What will the provider agency I chooze
be responsible for?

Before you begin self-dirscted services in your homes, your
provider agercy must do the following thirgs:

1. Give you information regarding policies and program
philasophy;

2. Tell you whot they ore resporsible
For ard what you con do if you hawe
a comglairt about your care;

3. Meke surc thet you urdeorstard
what services you'rs outhorizsd for
and that you ars using your services
corrocthy;

4. Muoke sure that your plan of core is
signed by a health core
professional; and

5. Review your plans for back-up, personal assistant
recruifment and training.

All of the information you shors with your provider cgency
iz confidential. Your provider agency will comply with all
federal standards for the protection of your personal
health information.

The provider agency will become the employer of record
and will review all timesheets that are cpproved by you.

A representative from your provider agency will wisit you

at your home at least twe timss por year to monitor and
reviow your care needs.

Pags &
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Can my family help me and get paid for it?

Immediate family members commor be paid by Medicaid to
provide personal assistance to you.

Immecdiate family includes the following:

#*  Husbard or wifs;

=  Matural parent of o mimor child (less than 18 years old);
Adoptive porent of o mimor child;
Step-parent of o mimor child;

#  Fester parert of @ miner child; ard

= Legal guardion.

Otther fomily members, such as nisces, grardchildren or an
wncls may be cligible for payment if they are hired by your
provider agency.

-
-

Provider agencies do mot have to hire your relatives and all
porsonol assistants must mest the provider's hiring
conditiors. If a provider agency does hirs your fomily
member, they must alse mest the provider's hiring conditiors.

How old do I have to be to receive
Personal Assistance Services?

You may receive personal assistonce services regardloss of
your age. However, i you are under the age of 1B, you will
receive services based om medical need, age oppropriatencss,
ard family support. Yeu must also have a persoral
reprosentative helping you manoge your care.

Poge 7
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3.3 MFP Flyer
This language will be formatted into a flyer for MFP outreach.
Money Follows the Person

The Montana Community Choice Partnership Money Follows the Person demonstration
project will help Montana rebalance its long-term care systems to transition people with
Medicaid from institutions to the community. You or your loved one may be eligible if:
e You receive Medicaid
e You have lived in an institution for 90 days
o Nursing home
o Montana Developmental Center
o Montana State Hospital
o Montana Mental Health Nursing Care Center
o Psychiatric residential treatment facility
e You are interested in transitioning back to the community

The State believes that long term supports need to be person centered, consumer
directed, and community based to best meet the needs of most Montanans.

With Money Follows the Person:

e You will work with a transition coordinator and team who will help you move
back to your own home or into a new home or apartment.

e You decide where you will live and what services you need.

e Your transition team will connect you with medical, recreational, employment,
volunteer opportunities, or other services you may need.

¢ You will be able to purchase items to smooth your transition home, such as
furniture or a wheelchair ramp.

e Your transition plan is developed to reflect your choices and to meet your needs.

Contact Montana’s Money Follows the Person project director if you are interested in
Money Follows the Person or want to learn more:

o 406-444-7782

e http://dphhs.mt.gov/sltc/mfp

e trclark@mt.gov
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